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FOREWORD 


When it became known that Doctor Richard H. Hutchings had 
chosen to retire on June 30, 1939 after forty-seven years of out- 
standing service to New York State, including the last four years 
as editor of the Psycuiatric QuARTERLY, the Department of Mental 
Hygiene heartily approved the suggestion of his many friends 
and admirers that an appropriate tribute be paid him. Such has 
taken the form of a Richard H. Hutchings Number of this journal, 
which I am proud to introduce. 

The response by the contributors to this special number of the 
PsYCHIATRIC QUARTERLY gives ample evidence of the high personal 
and professional esteem in which Doctor Hutchings is held, not 
only by his associates in the Department, but also by a multitude 
of workers in the mental health field generally, 

In his retirement Doctor Hutchings carries the respect, admira- 
tion and affection of those who have had the privilege of knowing 
and associating with him. It is gratifying that the Psycuiatric 
QuarTERLY will continue under his editorship, thus assuring main- 
tenance of its publication standards. 


WiLuiAM J. Tirrany, M. D.., 
Commissioner, New York State 


Department of Mental Hygiene. 
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SCIENTIFIC CONTRIBUTIONS 














SOME UNCONSCIOUS DETERMINANTS IN HOMICIDE* 
BY PHILIP R. LEHRMAN, M. D. 


INTRODUCTION 

Criminology under the influence of modern psychiatry does not 
rest content with the rule of ‘‘limited responsibility’’ as evolved 
from the M’Naghten case.’ It has learned from psychoanalysis 
about the unconscious as the basic motivating factor in all human 
behavior, and it has modified the aim of its pioneers who sought a 
single explanation for the extremely complicated problem of the 
criminal. It has influenced practical court procedure which was 
dominated by the theory of Lombroso?’ that the criminal was a sub- 
human anthropological freak. It sensed the beginning of a psy- 
chological formulation in Tarde’s*® doctrine, that criminality was 
due mainly to the impulse of imitation. However, it was not until 
Freud‘ demonstrated that all actions previously held to be due to 
chance were, on the contrary, strictly determined, and thus cireum- 
scribed the field of ‘‘free will,’’ that criminology merged its in- 
terest with that of psychological medicine and appeared to gain 
from this relationship.” ° 

It cannot be claimed that much fresh knowledge was added to 
psychoanalysis when it applied itself to the field of criminology. 
The fact is that the psychoanalyst has little occasion to deal with 
criminals. The nearest contact he has with asocial or antisocial 
material is with the phantasies of persons who exercise marked re- 
straint in their behavior. Even the phantasies are disguised in the 
obsessional neuroses as phobias, temptations, and doubts in small 
matters. Further, inhibitions are set up in the form of compulsive 
rituals which are bulwarks of defense against antisocial acts. 

The hint that the criminal act was a symptom came interestingly 
enough from sociological sources when Garofalo,’ Ferri® and 
Bonger® formulated the concept of the criminal as a ‘‘victim of cir- 
cumstances.’’ This view has found favor in pleas for clemency 
and has furthered the cause of social economies. Unselected cases 

*Read in part at the International Psychoanalytic Congress, Marienbad, August 6, 1936, and at 
the section of neurology and psychiatry, New York Academy of Medicine, October 13, 1936. Part 


of this paper was published as: ‘‘Ueber einige unbewusste Komponenten beim Mord’’, Internationale 
Zeitschrift fiir Psychoanalyse, XXIII, (1937), Heft Nr. 3, pp. 527-535. 
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of homicide, coming accidentally under the observation of psycho- 
analysts, have revealed deep-seated roots in the most commonplace 
erime. The frequent finding is that psychotic murders have an 
emotional value of partial suicide because these murderers dis- 
cover in another person the hated and forbidden part of their in- 
stinctual drives. Alexander and Staub,’® reexamining the Lefebvre 
‘ase (reported by Marie Bonaparte),’' found this mechanism after 
having observed it in one of their own cases.** 

Thus there developed the viewpoint that the murderous act is 
the dramatic event of a psychological sequence. In its structure, it 
shows the characteristics of neurotic symptom formation. Here 
too, there is the phenomenon of fusion of instincts, and libidinal 
elements accompany the aggressive components. The violent deed 
does not seem to spend the entire aggressive force, for part of it is 
transformed into a type of suffering which has all the aspects of 
mourning. 

Some accidental observations have led me to infer that the 
schizophrenic murderous act is the preparatory stage for devour- 
ing the victim. This remains unfulfilled as a real phenomenon but 
is completed unconsciously, as is evident in the mourning-like state 
of the assailant. There is a current oral deprivation with an inten- 
sified oral need, and the victim appears to be the earliest undiffer- 
entiated mass for oral incorporation. It is this particular element 
that gives the quality of suicide to psychotic murder, for, in the 
earliest phase of ego-object relationship, the victim is also the rep- 
resentative of the assailant. In the two case histories which follow 
[ am reporting schizophrenic homicides with some unconscious 
determinants. 


Two ILLUSTRATIVE CASES 
I 


In the spring of 1936, the district attorney of a neighboring 
county requested me to examine a prisoner, G.S., who was indicted 
for murder and confined in a county prison. 


**This finding was corroborated by Isra Broadwin,12 


who described the unconscious motives in 
a fourteen-year-old murderer as “an act of aggression which was a defense against suicide.” It was 
confirmed by Gregory Zilboorg,13 who reported a murder which, upon reconstruction, proved to be 
‘‘a sudden implusive acting out of patricide as well as a psychotically imagined suicide.” 
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The murderer was an unmarried man of 31, who was working 
for his father on a farm and was delivering milk to a station. One 
day he made an appointment with a former friend to meet him 
at the station and, without any warning, killed him with a shotgun. 
He then entered his car, and despite his familiarity with that part 
of the country and with the condition of its roads drove on a very 
muddy side road and bogged down, lle left his car, walked to a 
nearby creek, and threw his gun away. ‘Then he returned to the 
main highway and walked a distance of several miles back to the 
scene of the crime. On the way, some motorists offered him a lift, 
but he persisted in walking. He gave himself up to the sheriff and 
offered no resistance throughout his examination, 

The assailant claimed that his victim had begun to cause trouble 
for him two years previously. He asserted that a girl acquaintance 
‘‘got in trouble’’ (pregnant), and that his friend was the cause of 
it, and was getting away with it at his expense. One night, while 
playing checkers with this girl’s father, when she was supposedly 
asleep in an upstairs bedroom, he heard a knock on the window. 
He asked her father about it and was told that it was merely the 
noise of a shutter blown by the wind. However, he concluded that 
it was his friend signalling to the girl to go with him to the barn 
for sexual relations. He believed that his friend purposely ar- 
ranged his tryst at such a time so that he, the prisoner, could be 
blamed for the resulting pregnancy. He stated that he knew she 
was pregnant because he ‘‘studied nature’’ and ‘‘could tell by the 
look in her eyes. ... They changed every day and they glittered 
like something would be dead.’’ Ile knew his friend’s ways be- 
‘ause they were ‘‘chummy’’ for five years. The friend confided in 
him and told him of many intimate personal experiences, such as 
petty stealing and escapades with women. Gradually the prisoner 
grew hostile towards this friend, believing that he would be blamed 
for the latter’s acts. 

During the summer preceding the murder a new situation de- 
veloped. The prisoner grew to be very helpful to the mother of 
another male friend. He obligingly drove her to town when she 
wished to do her marketing. On these occasions the sister of this 
friend, a girl of twelve and one-half years, would come along. 
While the mother was busy, he and the girl would ‘‘talk to each 
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other on general topics.’’ He denied any sensual feelings towards 
her. In this connection, it developed that he never felt any love for 
girls, but that they loved him (erotomania), The family of this lit- 
tle girl showed their disapproval of this friendly relationship by 
some ‘‘hints.’’ At this time, he grew suspicious that this child was 
pregnant and that his former friend was responsible. His sus- 
picions were based on the following incident: Once, while seated 
in this child’s house, ‘‘ The mother gasped—the room smelled like 
a baby’s boudoir—tunny odor—something babyish.’’ He ‘‘looked 
at the girl and knew’’ she was pregnant. At that time the girl ae- 
tually was receiving some medical attention. Her physician re- 
ported to us that she had been treated for a low basal metabolism 
and an endocrine dysfunction associated with pubertal changes, 
The prisoner assumed that the purpose of her visit to the doctor 
was to have an abortion, and that he would be blamed for her con- 
dition. The day before the crime, he passed the girl’s house and 
her brother ordered him from the premises. ‘This created in the 
prisoner a fear that he would be beaten to death. 

That evening he went to the cinema and saw ‘** The Trail of the 
Lonesome Pine.’’ He slept restlessly all night, and was constantly 
thinking of the terrible beating which he anticipated. To allay his 
restlessness, he gorged himself with food. In the early morning 
he took his shotgun with him and earried out the intention to kill 
his former friend. After the murder he thought of searching out 
another man who was involved in some trouble with his parents, 
but when his car bogged he threw his gun into a nearby creek. The 
prisoner only alluded to this incident involving his parents. He 
refused to elaborate on it and showed irritation when urged to talk. 
Finally he mumbled, ‘‘I wanted to kill N. R. because he did a ter- 
rible thing to mother. Father could not eat or sleep—we had to 
hold him in bed—he would have killed himself—he was raving mad 
all summer and that affected the whole family. He loved his cows 
and many times he refused to care for them because of N. R. I 
eould not go on living like this—taking the blame for something I 
did not do.’’ 

The prisoner’s father willingly related the difficulty he had with 
N. R., a tenant on his property for five years. During the previous 
summer, the father began to resent the ‘‘dirty talk’’ which the 
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tenant was in the habit of using, and he particularly feared that 
his wife might hear the ‘‘smutty language.’’ He also feared the 
seduction of his wife. One day he confided this fear to his son 
who, upon hearing it, ‘‘ became pale, green, sick and walked out on 
the porch and vomited.’’ Under the pretext of not receiving the 
rent on time, they dispossessed the tenant. This morbid jealousy 
eaused the father to be sick in bed with indigestion, headaches, 
sleeplessness, and muscular twitchings of the arms. The mother 
was told neither the cause of the father’s illness nor the true rea- 
son for the dispossession. The father and son participated emo- 
tionally in this episode and the father constantly unburdened him- 
self to his son about his dread of the tenant’s seduction of the 
mother. 

In the prisoner’s psychosexual history, we found that at fifteen 
he began to masturbate with phantasies of sucking a woman’s 
breast. His conflicts about it caused him to entertain thoughts of 
suicide. Thereatter he had nocturnal emissions when he dreamt 
‘‘about a woman I never knew.’’ He had continued masturbating 
with the same phantasy in spite of his conflict until three years pre- 
viously. Then he stopped completely, but he suffered from many 
more nocturnal emissions. At twenty-one he had some interest in 
a girl, a neighbor, but made no effort at courtship. He felt that 
she was in love with him (erotomania). Though he had no sexual 
contact with this girl, he believed that she became pregnant and 
feared that he would be blamed for it. He then left home without 
warning, taking some of his mother’s money, which he lost at gam- 
bling. For six months he worked at neighboring farms and finally 
returned home. At twenty-eight there was a heightening of asceti- 
cism, abrupt cessation of masturbation, but a continuation of noe- 
turnal emissions due to oral erotic dreams about some woman he 
had ‘‘never known.’’ At that time he developed hostility simul- 
taneously towards his subsequent victim and his younger brother. 


Interpretation of above case 


The psychiatric story is not difficult to follow, and there is no 
problem about its medicolegal application in modern jurisprudence, 
This is a fairly typical development of a case of schizophrenia, 
paranoid form. At fifteen he suffered depression, was in conflict 
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over masturbation, and had suicidal impulses. At twenty-one he 
believed that some girl was in love with him (erotomania) and 
imagined that she had become impregnated and that he would be 
blamed for it. Then he stole his mother’s money, left home and 
lost the money at gaming. Subsequently he developed olfactory 
hallucinations pertaining to the state of pregnancy and had delu- 
sions of persecution with dread of punishment for the sexual acts 
of a former friend. The imagined sexual trysts were supposed 
to have been arranged at a time when the prisoner was at the girl’s 
home engaged in the innocent pastime of playing checkers with her 
father. 

Our psychoanalytic knowledge enables us to interpolate some 
explanations about this ‘‘unknown woman’’ of his dreams. She is 
actually someone whom the dreamer knows only too well. Her 
image, however, is deeply repressed because it represents his 
mother. This unconscious sensual relationship is indicated by his 
conduct disturbance at the age of twenty-one. It took the form 
of stealing, flight, and the loss of his mother’s possessions by gam- 
bling. Stealing from the mother appears to be a symbolic substi- 
tute for erotic and aggressive impulses directed at the one who has 
become an object of hate and disappointment because she has given 
birth to a rival sibling. He showed hostility for the younger 
brother by refusing to talk to him for three years. Beside the oral 
elements of mutism towards his brother and his victim, there is 
evidence of other infantile material in the form of his delusion 
about pregnancy and the special circumstances of its occurrence. 
Each girl, who is the object of this delusion, is his mother, preg- 
nant by his rival. It is a source of anxiety against which he sets 
up unconscious defenses of denial and displacement (‘‘not mother 
is pregnant, but a young girl’’). By means of unconscious elabo- 
ration, the victim, his former friend, becomes a composite person- 
age—a fusion of rival sibling, parent and self. Here sexual passi- 
vity derived from the Primal Scene makes its appearance in his 
delusion that his friend engaged in coitus within his hearing. For- 
merly he had listened to stories of the sexual escapades of this 
friend and recently he had been his father’s confidant in the epi- 
sode of a threatened mother seduction. The episode of his father’s 
acute jealousy was of vital importance. The prisoner unconscious- 
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lv felt accused when his father talked to him about the tenant’s de- 
aire for his mother. It was as if the finger pointed at him. In his 
free association, while talking about this incident, he used a phrase 
which revealed this involvement of his own unconscious guilt when 
his father accused the tenant. He said: ‘‘I wanted to kill him 
because he did a terrible thing to Mother,’’ ete., and he coneluded, 
we recall, by saying, ‘‘I couldn’t go on living like this—taking the 
blame for something I did not do.’’ 

In the last statement we hear a hint of suicide which he carried 
out by murdering his friend. The response of the prisoner was a 
feeling of numbness all over, that is, he developed a depersonaliza- 
tion phenomenon—a psychological death of his own body expressed 
in the sensation of numbness. The physical examination revealed 
anesthesia of the right cornea and pharynx. 

Though this man labored under an insidious psychotie trend 
which began with erotomania and developed into ideas of perse- 
cution, the final determinants for his action were of an accidental 
character, yet they played no small role in precipitating the mur- 
der. The night before the crime, he saw a motion picture, ‘‘The 
Trail of the Lonesome Pine.’’ The story recounts a feud which 
began many generations back, and though the original grievance 
was long forgotten, each new generation was instilled with hatred 
for the opposing clan. This hatred consumed the energy of the 
men, who spent their time in constant warfare. Towards the end 
of the story, after a particularly gruesome scene wherein a child 
was killed, the secondary hero, a young man, made peace with the 
chief of the opposing clan, only to be shot down a moment later by 
the son of the chief, who, in turn, was killed by his own father for 
this treacherous deed. Thus the ambivalence of the father-son re- 
lationship was dramatized in a graphic manner, and the basic feud 
was revealed as that of sibling rivalry—in this story, for the love 
of the father. 

When the situation in which the prisoner found himself is seru- 
tinized more closely, one may reconstruct the psychological se- 
quence which culminated in the crime of murder, Let us begin 
with known clinical facts ascertained from the anamnesis. We 
have learned that in the summer preceding the murder, the father 
of the patient suffered from acute delusional jealousy and confided 
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to his son his fears that a tenant, who had been there for five years 
and was the father’s best friend, was attempting to seduce his 
mother. The son reacted to this promptly with nausea and vomit- 
ing, thus indicating that he shared his father’s emotional disturb- 
ance. Formal psychiatry designates such a condition as folie a 
deux, and might even attempt to give a psychological explanation 
for this phenomenon on the basis of suggestion. Such, however, 
leaves us in the dark about the precise symptom of vomiting, which 
the son showed but which was not present in the father’s symptom- 
atology. Apparently we must look elsewhere for the explanation 
of this dramatic symptom, and we readily find it when we consider 
the earliest period of the child-mother relationship. In this very 
early relationship, the infant’s dependence on the mother is an oral 
one and any disturbance of this relationship manifests itself as a 
feeding disorder—rejection of the breast, or vomiting. A dream, 
which occurred to him in prison, had reference to a barbecue which 
his father ordered him to prepare; their favorite cow was to be 
used for this purpose. In this connection, when we recall the poly- 
phagia during the night preceding the murder, we note the canni- 
balistic elements in the dream directed towards his mother.* 

We shall not dwell too long on this finding, but will bear it in 
mind in our attempt to see the causal sequence of the patient’s 
conduct. We conclude that he shared his father’s fear of the loss 
of the mother to a rival. The symptom of vomiting was a mani- 
festation of this loss, and represented the physical symptom of an 
initial depression. We have evidence that once before, at the age 
of fifteen, he had reacted with depression and suicidal impulses to 
a similar situation. This occurred a few years after the birth of 
the younger brother, to whom he subsequently stopped talking on 
some minor pretext. Now we can also understand his conduct in 
cultivating the friendship of a mother in a substitute family, whom 
he so obligingly drove to town for her marketing. The threatened 
loss of his own mother to a rival (father’s equals his own) caused 
him to turn his attentions to a substitute mother and to adopt her 
young daughter as his charge. Obviously, in creating for himself 


*Occasionally patients are seen who fail in their attempts at suicide. These attempts, which occur 
suddenly in the early morning, are always prompted by dreams of murder. Thus one patient, at the 
mental hygiene clinic of the New York Post-Graduate Hospital, dreamt that she stabbed her mother. 
After her attempt at suicide failed, she promptly developed a knife phobia. 
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a new family group, he attempted to allay the distress and unhap- 
piness caused by his own family. This new situation was doomed 
to failure by the sensual components which were bound to appear 
and which he could not manage because of a disturbed psycho- 
sexual development. The sensual elements certainly were present 
in him, but he perceived them only in his projected personality— 
the arch perpetrator of sex crimes in his delusional formation. 
When tender and sensual feelings are disturbed to the degree that 
we find in the prisoner, a reversal of the oedipus situation is ine- 
vitable. These are the men who show a passive relationship to the 
father or his surrogates, and, at the same time, avoid the mother- 
image in their sensual attachment to immature girls. This object 
choice bears only a semblance to a mature object relationship. 

The development of puberty in the young girl, which occurred 
in the autumn, was a disastrous event for the prisoner. Her people 
interpreted his continued friendship for their family as an interest 
in her—and he was nearer the truth when he stressed the fact that 
he was disinterested. Hrotomania, the delusion of being loved, was 
his only need as derived from his oedipal difficulty. The young 
girl’s brother rebuffed the prisoner’s contacts with his newly found 
family. Thus once more his efforts at allaying anxiety and his at- 
tempts to make peace with the opposing clan met with rejection, 
and suicide beckoned. Viewing the photoplay showed him a way 
out. He killed himself by murdering his former best friend who 
was the prototype of his own guilt and also represented the rival 
sibling. 

II 

In the fall of 1937, a New York County judge appointed the au- 
thor to a commission to examine a prisoner who had crushed his 
wife’s skull with a hammer early in the morning of August 15, 
1937. He then ran to his priest, confessed his crime, and sur- 
rendered himself to the police. Because of his disturbed mental 
condition, he was confined in the prison ward of the psychiatric 
division of a county hospital. The anamnesis was obtained from 
the production of the prisoner while he was examined by the com- 
mission and from his sisters, brothers-in-law, priest, and hospital 
and charity agency records. 








614 SOME UNCONSCIOUS DETERMINANTS IN HOMICIDE 


The prisoner, J. C., was thirty-eight years of age. His person- 
ality makeup was seclusive and asocial. He had never had any 
friends, and since childhood he had brooded and appeared morose, 
He stayed at home while other children played. He appeared 
‘meek as a lamb,’’ was shy and timid, and, though endowed with 
average intelligence, was retarded in school. Certain events in 
childhood appeared to have had a profound effect on the course of 
his personality development. 

At nine years, while in the third grade, he was seduced by an- 
other boy, and since then he had masturbated excessively. 

When he was twelve, his mother ran away from his father and 
he witnessed the erotic overtures between his mother and her ad- 
mirer. His pleadings with his mother effected a reconciliation be- 
tween his parents, and she returned home. Their quarrels appear 
to have left an indelible emotional scar, and to have resulted in 
marked ambivalence towards his profession as a violinist, his loyal- 
ties to his boss, religion and family. It crippled his development in 
sexual and social relationships. 

At the age of thirteen, he had spinal meningitis and was criti- 
eally ill. His mother appears to have played a disastrous role in 
his further maldevelopment. Whether fact or faney, she was sup- 
posed to have been of noble birth, a ‘‘piano virtuoso,’’ and held 
herself superior to his father. The prisoner was her ‘‘charge,”’ 
was the ‘‘favorite’’ child, and followed her musical interest. He 
studied the violin intensively, read the composers’ lives, and 
avoided all other activities. Ile did not graduate from school, but 
left at the age of fifteen, when he was in the last grade. 

ITe continued to lead the life of a musical hermit. Obviously he 
absorbed much of his temperamental mother’s unhappy adyjust- 
ment, but even more treacherous was his partial identification with 
her in her feelings of martyrdom (as one who had ‘‘sacrificed’’ her- 
self—her musical genius, and so forth). This masochism crippled 
his masculinity and appears to have disturbed his relationships to- 
wards both sexes. He allowed himself, at sixteen to be seduced 
homosexually by an older man, and he accepted gifts for fellatio 
and mutual masturbatory acts. There was no interest in girls, nor 
did he have any boy friends, but continued his solitary and timid 
existence, well masked by his undue interest in the violin. 
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At nineteen, he went to La Seala, at Milan, with his mother and 
sister, presumably to perfect his musical training. For one year 
he was separated from his father, his older brother, and a sister. 
On his return to the United States, he was taken to a prostitute, but 
he felt frightened, and had ejaculatio precox. His first symptoms 
of hypochondriasis appeared. Ile complained of pain in his eyes, 
and feared insanity. He also had complaints of genital sensations 
(to which he attributed his masturbation) and he maneuvered two 
circumcision operations. At the same time, there developed an 
undue interest in religion. Ie continued to play his violin in thea- 
ter orchestras but he found it increasingly difficult to cope with 
the inevitable inroads of his progressive illness. 

At twenty-four, there was an acute exacerbation of symptoms. 
It seemed to have been precipitated by an auto accident and his 
‘‘reformer’’ interest in a promiscuous woman. He was in bed for 
a year. Ile feared that he would be killed by the brother of this 
girl who knew of her promiscuity. The prisoner tried ‘‘to reform 
her’? when he met her accidentally on his way to church, having 
heard her story o 


having run away from home. He was ap- 
prehensive and suffered from delusions of persecution. He was 
taken to a psychiatric hospital (1925), where he remained two days 
and was diagnosed as psychoneurotie (sic!). At that time, he was 
suicidal and threatened to jump from a window. He was very 
inuch agitated. During that illness, he turned Protestant. Because 
of the pain in his eyes, he dropped his violin career. He became 
an errand boy in a dress shop, where he worked for a short while 
without pay, through an arrangement between his parents and a 
friend who owned the shop. 

At about that time, he developed taboos of meat and ate only raw 
vegetables. He gave himself many enemas. His trend then was 
‘back to nature.’’? He refused to wear underwear, went on fast- 
ing sprees and practiced other food denial, such as living on bread 
and water for days at a time. Ile believed that when he died 
he would be nearer Heaven. He made other sacrifices and began 
buying many religious books, spending his lunch money for these 
purchases. He attended many lectures on all sorts of dietary fads, 
thus rationalizing his asceticism and the practice of self-denial. It 
was during this period that he met his wife, who was apparently 


ocT.—1939—B 








616 SOME UNCONSCIOUS DETERMINANTS IN HOMICIDE 


the aggressor in the wooing and seduced him into coitus. This oe. 
curred soon atter his sister’s marriage and, when pregnancy was 
discovered, they were married secretly. 

The pain in his eyes continued. Just as previously he had 
changed his religion, so now having abandoned his violin career he 
obtained work as a taxidermist, at which he was employed for 12 
years. He had ideas of reference throughout this period. He 
continued his meat taboos and was involved in sexual conflicts 
marked by ascetic conduct alternating with wild orgies of poly- 
morphous perverse experiences with his wife. 

When his father died (1926) following a surgical operation, he 
accused himself of having caused his father’s death. During the 
funeral he jumped into the grave and attempted suicide by stab- 
bing himself with scissors concealed on his person. 
read many religious books till late at night. At the same time, he 
returned to Catholicism and displayed religious fanaticism. 


Three years before the murder, he began to study the guitar and 


About Easter, 1937, he contemplated giving a guitar recital 
whereupon another acute psychotic episode occurred, [He had been 
depressed and feared that he was losing his mind, and was assailed 
by conflicting feelings towards his boss and a young apprentice. 
He felt jealous of the young man whom he was asked to train in the 
work, and he feared that his employer would preter the younger 
man and that he would lose his job. Ile imagined that his fore- 
man had become critical of him, and although it was not expressed 
directly, he inferred this from the manner in which he was ad- 
dressed or the way in which he was asked a question about current 
work (delusions of reference). He felt that he was disliked by 
everyone and found it more difficult to be efficient. This, in turn, 
caused him to feel guilty towards his boss, as he was not producing 
enough work. le tried to minimize his feeling of guilt by thoughts 
that he was being underpaid. Ilis depression increased; he felt 
that ‘‘The world had stopped,’’ that he was ‘‘shrinking,’’ that he 
was becoming smaller, that he couldn’t move his arms, and believed 
that he was dying. He could not carry on his work, but did not 
stay at home for fear that he would lose his job. 

One night (March, 1937) he complained to his wife that he was 
not well, but did not tell her anything of his ideas of reference 
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which were making his work more difficult. He said to her, ** Please 
hold me.’’ On the following morning he appeared weak and she 
urged him to stay at home to rest, but he went to work. In the 
studio, he ‘‘allowed’’ himself to fall on the stone floor and was 
treated by a compensation doctor on the basis of having sustained 
an injury. After the routine examination, he went home. Follow- 
ing this ‘‘injury,’’ he did not return to work although his position 
was kept open tor him. 

His mental disturbance continued and a new source of guilt ap- 
peared to torture him—the reality of economic distress and his 
inability to provide for his family. The torture he derived from 
his delusions of persecution and from his somatic delusions per- 
sisted. Ile became more agitated, felt that he was ‘‘not a man,’’ 
and tried to account for this by the fact that he ‘‘allowed’’ himself 
to fall and faint in the studio. He wanted to commit suicide and 
said, ‘‘I never was a man, see, so | am going to start life over again 
—|] will die and go back where I was.’’ He threw himself on the 
floor, lay motionless, and stared into space. When urged to get 
into a comfortable bed, he would say that he had to ‘‘le on hard 
wood.’’ Ina desperate attempt to allay his suffering from his per- 
secutory and somatic delusions, he moved his family in great haste 
from one borough to another in order to be nearer his sisters. The 
‘‘remedies’’ which he devised for his self-cure appear to have 
not only served his need for self-punishment, but they also tortured 
all those in his surroundings. 

On May 30, 1937, he was taken to a psychiatric hospital because 
he had made an attempt to walk out nude from his home. He had 
acted very queerly, shut out the light from his house, tore the cur- 
tains from the windows and attempted to strangle himself in the 
bathroom. During this period of excitement he broke his favorite 
violin. He was not detained at the hospital because his wife, fear- 
ing his deportation for noncitizenship, had refused to sign the pe- 
tition for commitment, although urged to do so by the admitting 
physician. 

His abnormal aggression was not appeased by the demolition of 
the violin; it mounted still higher, and in July, 1937, he stabbed a 
male acquaintance with a pen-knife. He began eating raw meat, 
especially in his sister’s home, to ‘‘build up.’’ His aggression to- 





618 SOME UNCONSCIOUS DETERMINANTS IN HOMICIDE 


wards himself continued at the same time. He made several at. 
tempts to drown himself, pleaded for a gun with which to kill him- 
self, and urged some casual acquaintance to crush his skull with q 
hammer—precisely the manner in which he later killed his wife. 
No one took him seriously as his mood alternated between depres- 
sion with agitation, and a silliness bordering on clowning. His ae- 
tions likewise alternated between extreme restlessness and com- 
plete immobility (catatonia). He cried and begged for excessive at- 
tention which neither the priest, his sisters nor his wife could sat- 
isfy. He developed ideas of reference, ‘‘invented’’ complaints 
about each one of them in turn which he confided to the others, and 
became aggressively demanding and aggressively complaining. 

All reacted with impatience to his overbearing conduct. His 
wife was burdened by economic distress and a mentally sick hus- 
band. She also developed a fear that this was driving her to in- 
sanity since her own mother had died in a mental hospital. She 
became sareastic and impatient with her husband and he spoke to 
the priest about a separation. Since this was only a small item in 
a myriad of complaints, it was treated as casually as were his other 
manifold agitations. Nonetheless, it became an important issue. 
After the visit to the psychiatric hospital May 30, he felt that his 
wife had the ‘‘key’’ to the hospital. His wife, as well as his sisters 
and their husbands, utilized this newly found weapon to intimidate 
him. In order to pacify him they would say, ‘‘Behave, or we’ll 
send tor the wagon.’’ To him, this was a new source of danger. 
His brother-in-law used still cruder methods to subdue him; he 
jumped on his abdomen with his feet. 


Interpretation of above case 


This patient believed that his wife wanted to rid herself of him 
because he was ‘‘no man.’’ He believed that his manhood was 
drained by sexual activity and he practiced continence to ‘*build’’ 
himself up. This only increased his passivity and the inner danger 
of masochism. Psychotically, it expressed itself in distorted homo- 
sexuality and the delusional formation that a negro was going 
to harm (‘‘do it to’’) him, and that his wife was against him. In 
his religious overzealousness, he sought a solution by submitting to 
self-denial and self-torture to emulate the Saints, to suffer and 
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thus again be forgiven by expiation and to regain love by martyr- 
dom—a form of moral masochism, unconsciously determined by his 
‘martyred mother.’’ He could not realize that it was he who hated 
himself, that it was part of his ambivalence towards himself and 
others. He projected this feeling onto the outer world, and it ap- 
peared to him as if it belonged in the outer world, His abnormal 
love and hate for himself was expressed in the hypochondrical 
stage as manifold physical pains and sensations—physical maso- 
chism—and the necessity to examine minutely every function and 
excretion—perverted selt-love (narcissim). 

In the persecutory phase of his illness, when his feelings were 
projected outwardly, he scrutinized the reactions of those sur- 
rounding him, and developed delusions of reference and persecu- 
tion. Yet the psychotic process did not solve his inner need of hate 
for himself and the need to torture himself masochistically. It was 
idealized as a form of guilt, a delusional feeling which required 
explatory measures 5 accordingly he lay on the bare floor and 
manceuvered to have his brother-in-law jump on his abdomen ‘‘to 
subdue’? him. His need for suffering (expiation) arising from 
inner psychic sources, could be gratified by current external fae- 
tors. The danger trom within was to yield perversely to maso- 
chism. This was partially accomplished physically by hypochon- 
driacal sensations and consequential actions (nerves pulling, weak- 
ness, indigestion, deprivation of food, deprivation of sleep and 
rest, suicidal attempts, and so on). Psychically it was partially ae- 
complished by delusions of guilt, persecutory ideas and distortion 
of the measures which were directed towards ‘‘helping’’ him (hos- 
pitalization, et cetera). In religion he sought for idealization of 
his masochism (inner aggression): he would be like the Saints, 
suffer as they did, and thus obtain God’s love. He would sueceed 
in this ‘‘submissive’’ process for brief periods, but the external 
reality factors, his economic distress and the needs of his children, 
were not excluded completely by his mental confusion. 

A week before the murder, his older children left for a camp, and 
he was scheduled to visit the psychiatric hospital August 18, 1937. 
He became increasingly apprehensive, was agitated, and talked of 
suicide. His relatives were ill-advised by a physician to disregard 
his suicidal threats: in fact. they were urged to dare him to do it. 
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His despair increased; he believed that the whole world was 
against him, that ‘‘the world had stopped.’’ He made more un- 
reasonable demands for attention to test the validity of his belief 
that no one cared for him and that everyone was against him. As 
his world contracted about him, his delusions of persecution like. 
wise condensed. He wrote letters to his brother in a foreign coun- 
try, calling for help, and urged him to come and protect him from 
a negro whom he believed to be his chief persecutor (in the studio 
where he had formerly worked). He was restless and could not 
sleep, and, on the night of August 14, 1937, the night before the 
murder, he was busy writing to his brother. 

In this state of mind he evolved an irrational plan to kill his wife, 
This would in turn cause his death (electrocution—passive suicide) 
and then his children would get the love and eare of the ‘‘authori- 
ties,’’ the State. In the murder, he not only vented his aggression, 
but tried to destroy his own femininity (‘‘my own blood’’) as well 
as himself. This act was as futile as were all his previous attempts 
to find a solution of his intrapsychic difficulties. 

When his own methods of self-expiation failed, or were thwarted, 
he sought retribution through electrocution, which was urgently re- 
quested by him. Reality was not completely lost to the prisoner 
during his long mental illness, and therefore we find many factors 
which appear to have played an important role in the formation 
of symptoms and signs, and in the constellation of the psychotic 
structure and actions. 


In conclusion 


The emotion which precipitated the murderous acts in both eases 
may be summarized briefly as fright, apparently evoked by exter- 
nal threats. G. S., the first prisoner, feared that he would be 
beaten to death, and J. C., the second prisoner, feared that his wife 
would confine him to a psychiatric hospital. The external dangers, 
however, were inconsequential in comparison with the psychologi- 
eal dangers. Passivity and masochism manifested themselves in 
both prisoners as veiled and overt attempts at self-destruction, and 
suicidal thoughts preoccupied the prisoners in their early adoles- 
cence. 

Thus, the external current events which appear to have played 
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ipitating the murders were, in effect, 


such disastrous roles in pt 
a series of futile efforts on the parts of both prisoners to resolve 
their life-long psychic difficulties primarily determined by uncon- 
scious factors. In the main, it was the interplay of bipolar (ambi- 
valent) instinctual drives (feminine-masculine.. aggression-maso- 
echism) and these futile attempts to effect some adjustment to real- 
ity that are accountable for the psychotie, murderous acts, king- 
lish law, unknowingly, seems to have taken account of these factors 
in describing criminal homicide as murder, manslaughter, and felo 
de se, for murder can well be an intent to suicide just as suicide is 
murder.* 


95 Central Park West 
New York, N. Y. 


tted to a State hospital 
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PSYCHIATRY AND THE LAW---COOPERATORS OR ANTAGONISTS? 


By WINFRED OVERHOLSER, M. D. 


It is often assumed by members of the medical and legal pro- 
fessions, as well as by many of the general public, that there is 
some inherent antagonism between the law and psychiatry. There 
are, perhaps, various reasons why such a feeling has grown up. 
It would seem fitting on this occasion, when we take delight in hon- 
oring Doctor Hutchings, a man who has been one of the outstand- 
ing ornaments of American psychiatry for over a generation, to 
consider briefly some of the reasons why we find this attitude on 
the part of many people and whether there is any sound reason 
why such an attitude should persist. Law is a set of rules which 
has grown up and been enacted into statutory form through the 
years. It is designed primarily for guiding the relations of citi- 
zens With their fellow-citizens, individually considered, or collec- 
tively considered as the state. There are certain duties which are 
prescribed for the citizen in relation to his government, but in large 
measure the law relates to the conduct of individuals with other 
individuals and sets up rules whereby disputes arising between 
them may be settled in an orderly manner. Psychiatry, which in- 
terests itself predominantly in the matter of interpersonal rela- 
tions, is thus bound to come into contact with the law, and the law 
is bound, at times at least, whether dealing with disputes between 
individuals or with offenses of individuals against the state, to 
call for psychiatric advice and assistance. 

There are many fields of the law in which psychiatric experts 
may be called upon to assist the court in determining what should 
be done with regard to an individual. Criminal law, that phase of 
the law which deals with offenses of the individual against the state, 
is particularly well publicized through the press and is looked upon 
by many as the field in which the expert functions. As a matter 
of fact, the number of criminal trials in which psychiatric experts 
have oecasion to testify is almost infinitesimal as compared with 
the various types of civil procedure in which their services are 
utilized. Yet one Thaw or Leopold-Loeb or Remus case outweighs 
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in the public mind the myriads of personal injury cases, will cases, 
guardianship cases, and so on, which are being heard in our courts 
almost daily. 

Various questions relating to the mentality of the defendant may 
arise in a criminal case, and may arise at several or at any one of 
several stages in the process. ‘he question, for example, may be 
raised as to whether the defendant is competent mentally to advise 
with counsel and to carry on his defense, in other words, whether 
he is triable; or the issue may arise whether criminal responsibility 
was negatived at the time of the act by mental disorder of a certain 
degree of severity. Later on it may be questioned whether the 
mentality of the defendant warrants the carrying out of the pun- 
ishnent set by the court, that is, whether, for example, the de- 
fendant should be sent to a hospital for the criminal insane rather 
than to a penal institution. Finally, in the relatively few cases in 
which the death sentence is invoked, the execution may be delayed 
or indefinitely postponed by reason of mental disorder arising since 
the passing of sentence. Again, in murder cases the question of 
premeditation and deliberation as they may be affected by mental 
disease or detect, sometimes comes up, as do also the effects of 
drugs and of intoxicants, acute and severe emotional disturbances, 
or what the law denominates as passion; these questions all have a 
bearing on the degree of homicide. 

A common type of proceedings on the civil side has relation to 
the validity of wills. The law, although jealous to protect the 
rights of the testator who is dead and who therefore cannot protect 


himself, nevertheless recognizes that in certain instances there may 
have been a lack of ‘‘testamentary capacity’’ at the time the in- 
strument was drawn. Or the issue may be raised as to the effect 
which some mental weakness or disorder might have had upon the 
susceptibility of the testator to what is known as undue influence. 
Similar questions may come up with relation to deeds and eon- 
tracts; here, however, the person concerning whose mentality there 
is dispute is very frequently still alive, so that the facts may be 
rather easier to obtain than in a will ease. 

The mounting number of automobile injuries is causing a rather 
striking increase in suits for damages involving concussion or skull 
lracture, or the more frequent ‘‘traumatic’’ neurosis, 
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The relationship of mental disorder to the marriage state comes 
into question from time to time. Mental incapacity to execute a 
valid marriage has long been a ground for annulment of the mar- 
riage, and more recently a number of states have enacted statutes 
which permit divorce on the ground of mental disorder of one of 
the parties which is of severe enough grade to call for confinement 
in a mental hospital for a stated period of time. In New York 
State, oddly enough, this voiding of the marriage bond is known 
technically as annulment, although in actual practice and by ordi- 
nary definition it certainly is divorce. This broadening of the 
grounds of divorce in various states is causing an increase in ac- 
tions on these grounds. 

A type of action in which psychiatric expert testimony is called 
for and yet often escapes public attention, is involved in proceed- 
ings looking to commitment of the patient to a mental hospital. 
There are over 96,000 admissions to state hospitals annually, in 
nearly all of which certain evidence has to be presented to the 
committing authority in order to warrant the confinement of the 
patient. 

The number of proceedings for guardianship and conservator- 
ship is extremely large, and in many of these cases the ground 
for the appointment of someone to care for the patient’s property 
or person, or both, is mental disease, mental defect, or at least 
mental debility caused by advancing years, serious illness, or some 
similar disability. 

It will be seen in this brief and merely illustrative review that 
there are many types of court action in which psychiatric advice is 
required. One of the difficulties which face the expert in any of 
these cases, however, is the fact that the rules and the definitions 
are set up not by psychiatrists but by judges in their decisions or 
by statutes, that is, by legislative enactment. It is, therefore, in- 
evitable that the psychiatric expert when called upon to testify 
is bound by these rules to employ concepts which are entirely for- 
eign to him as a psychiatrist. Some of these definitions have been 
handed down for many years. The Supreme Court of Georgia, for 
example, as recently as 1934 announced with some pride that it 
still adhered to Erskine’s ‘‘delusion’’ test, as first enunciated in 
1800, as the test of criminal responsibility. In 1847 the Court had 
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said, ‘‘nothing is to be found surpassing Erskine’s defense of Had- 
field... now looked upon by the profession as authority’’; in 1934 
the Court relied upon that decision in the words ‘* No better defini- 
tion or explanation ... has been made than the ruling in Roberts 
y. State.’ That Court, in other words, has not even caught up 
vet with the M’Naghten Rule (the rule which most courts follow), 
laid down in 1843! This rule is the so-called “right and wrong 
test,’’? a test which has been garbled and modified and passed on 
from one judge to another, with the result that it is small wonder 
that the psychiatrist finds himself in a difficult position in testify- 
ing in a criminal case. In other states the so-called ‘‘irresistible 
impulse’’ test has been added; it possesses somewhat more justifi- 
eation than the ‘‘right and wrong test,’’ but still leaves much to 
be desired. Indeed only one state, New Hampshire, has ever thrown 
over all the tests and left the way open for the psychiatric expert 
to express a full and fair opinion. ‘The decision of the Court in 
the ease of State v. Jones’ is an illuminating psychiatrie document. 
Commenting that the judges in the M’Naghten ease had fur- 
nished ‘‘no plain or sate clue to the labyrinth,’’ the Court said, 
‘We have consented to receive those facts |of science] as devel- 
oped and ascertained by the researches and observations of our 
own day, instead of adhering blindly to dogmas which were ac- 
cepted as facts of science and erroneously promulgated as prin- 
ciples of law fifty or a hundred years ago.’’? Unfortunately there 
are a tew fairly recent intimations that that state has retreated 
to some extent from the progressive rule enunciated in 1871. It 
is, of course, to be expected that the law will lag behind scientific 
progress. The law cannot be expected to lead; it must, if it is to 
be followed and respected by the majority, express the reasonably 
general view. ‘There is, however, no reason to expect the law to 
ignore entirely facts of science which are widely accepted by those 
familiar with the data. The doctrine of stare decisis can be carried 
to an extreme which prevents all progress. 

Another difficulty which faces the expert is the contentious 
method of getting at the facts which is called for by the rules of 
evidence, and the partisan atmosphere of the proceedings. With 
very tew exceptions everyone who testifies is testifying for one 
party, and therefore by implication against the other party. A 
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modern courtroom trial is a rather sublimated and attenuated 
‘*trial by combat,’’ as different as can well be imagined from the 
method of securing the facts concerning the patient followed by the 
physician in his office. So ingrained is this attitude of partisanship 
that the Supreme Court of Delaware in passing on a statute which 
permitted the court appointment of an expert stated that as soon 
as that expert took the stand at the summons of one of the parties, 
he became that party’s witness,® thus implying that such a thing 
as a neutral witness is impossible and unthinkable. 

When the witness mounts the stand he immediately finds that he 
is not at all at liberty to tell what he knows about the case. The 
rules of evidence are extremely complicated, and to the cynical ex- 
pert they sometimes seem to be well calculated to prevent the tell- 
ing of the truth: There are various rules, for example, as to what 
the doctor may say concerning what the patient told him, these rules 
depending upon whether the patient came to him for treatment or 
whether the doctor had occasion to examine the patient for the 
purpose of testifying in court.‘ In the one instance he may say 
what he is told by the patient, and in the other he may not. Then 
again, some of the courts have expressed some interesting ideas 
about the so-called ‘‘invasion of the province of the jury.’’ There 
are certain points upon which the expert may not testify because, 
forsooth, they relate to the very issue before the jury! It seems 
somewhat curious that when a jury is asked to determine whether 
the subject possessed testamentary capacity when he executed a 
will, for example, the expert is not permitted to testify as to his 
opinion on that topic. The naive expert is rather prone to assume 
that he is called into the case in order to assist the judge and the 
jury in deciding the issues of the case, and yet even the Supreme 
Court of the United States has drawn an extremely fine line 
against this so-called ‘‘invasion.’’ In a suit for reinstatement of 
a lapsed war risk policy, the Court held that ‘‘the medical opinions 

. are without weight. .. Moreover, that question is not to be re- 
solved by opinion evidence. It was the ultimate issue to be de- 
cided by the jury upon all the evidence.’” 

The bane of the expert’s existence is, of course, the hypothetical 
question. This is an unrealistic legal trick, which is, as Wigmore 
said, ‘‘misused by the clumsy, abused by the clever, and is often 





WINFRED OVERHOLSER, M. D. 627 
an intolerable obstruction of the truth!’’? The question may be 
logically necessary, as claimed by its defenders, particularly where 
there is a conflict of evidence, and is perhaps required in such a 
matter as a will case, in which the expert has had no occasion to 
examine the testator before the latter’s death. Nevertheless, in 
practice nothing befogs the court and jury more. The general pro- 
cedure is for each side to prepare a hypothetical question, each 
using the features of testimony already introduced which will favor 
its thesis, and omitting the unfavorable factors. The picture as 
thus presented by either question, as a California court once put 
it, ‘‘is as false to the original as is a fantastic and disordered 
shadow cast by a flickering and uncertain light a false portrayal of 
the reflected object.’’"* There are decisions which indicate that 
the lawyers may use their imaginations and ingenuity to the 
limit in framing a question,’ although theoretically the ques- 
tion is supposed to present a fair picture. To the psychiatrist who 
is accustomed to dealing with a flesh and blood patient instead of 
an abstraction made up of more or less removable parts, a great 
deal of imagination is necessary to give any sort of answer, and 
it is usually next to impossible to give an answer which presents 
the expert’s full and honest opinion. On cross-examination part 
after part of the hypothetical ‘‘person’’ is removed with the idea 
of trapping the expert into admitting that perhaps his conclusion 
should have been different after all. 

One of the great abuses of expert testimony has arisen from the 
fact that the courts have erred sadly in not requiring genuine qual- 
ifications of so-called ‘‘experts.’’ It is unfortunately true today 
that in most courts in the United States practically any licensed 
physician may take the stand and testify as a self-professed expert 
on almost any topic. In a recent Texas case a physician was held 
to be an expert who had recently graduated, had served as an in- 
terne and a few months as assistant county health officer, largely 
on the ground that he had studied dementia praecox in college, and 
knew the general symptoms and progress!* There are some judges, 
fortunately, who have insisted on real qualifications, but all too 
often damage has been done to the entire profession by permitting 
persons to testify who were, perhaps, not only ignorant of the sub- 
ject of psychiatry, but whose ethical standards as well might not 
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be of the highest. Theoretically the purpose of the expert is to 
assist the court and the jury in arriving at decisions concerning 
matters on which the average man is not qualified to pass. Courts 
have for nearly six hundred years admitted that there were such 
topics, particularly medical, and in earlier times they made it a 
practice to call in persons whom they knew they could trust and 
whose opinion would be of value. For about two hundred years, 
however, the courts have been less active in employing this right, 
which still exists, leaving the calling of experts to the parties in the 
ease. Indeed, there are many states in which this right exists by 
statute as well as at common law. Obviously, however, if the 
knowledge of the expert is not considerable nor based upon sound 
training and experience, it can be of very little help to a court and 
jury, and it may be decidedly misleading. Further damage to the 
vause of justice may be done if the expert is frankly venal; that 
such ‘‘experts,’’ though rare, exist, cannot well be denied. 

So far we have enumerated a few of the difficulties which beset 
the expert and which hamper the courts in securing the greatest 
possible value from the testimony. One can readily see why the 
plaint of an English court nearly a century ago to the effect that 
‘‘Hardly any weight is to be given to the evidence of what are 
ealled scientific witnesses’ has been echoed from time to time 
since then in numerous court decisions. It should be added, how- 
ever, that the courts have been far from unanimous in condemning 
expert testimony, although aware of its shortcomings. The picture 
painted is perhaps a black one, but it is not without its redeeming 
features. Many thoughtful students of the law have recognized 
difficulties, and attempts have been made to correct some of them. 
There are other points upon which progress is still possible within 
the framework of our present Constitution and rules of procedure 
which indicate the possibility of a closer and more helpful con- 
tact between psychiatry and the law. 

Let us start with the criminal law, not because criminal cases 
are the most numerous, but because they are the best publicized 
and therefore conspicuous in the public mind. In criminal cases 
the public, that is, the state, is a party. The state is not only the 
prosecutor of the case, but it has a duty as the parens patriae to 
protect the rights of the accused as well as the rights of the public. 
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That this duty is sometimes not carried out because of the political 
ambitions of district attorneys is of course a fact, but it is true, 
nevertheless, that on the criminal side of the law the state is in a 
position to control the matter of expert testimony rather more 
effectively than on the civil side. It is for this reason that most of 
the steps which have been taken looking toward the improvement 
of expert testimony have been taken in criminal cases. Laws have 
been passed in certain states" providing for the court appointment 
of experts in civil as well as in criminal cases, but it is significant 
that in civil proceedings those laws are relatively little used. In- 
deed, they are not used so much on the criminal side as they might 
well be. 

One of the difficulties alleged to stand in the way of improved 
cruninal procedure is the public demand for revenge. Apparently 
the public has a certain need for knowing that the offender is pun- 
ished, and it is rather remotely possible that if this element of 
punishment were left out of consideration entirely there might be 
a recrudescence of lynch law. It seems reasonable to believe, how- 
ever, that this public demand for punishment is considerably over- 
estimated. In a recent very notorious murder case in New York 
City, for example, there was no great hue and cry when the de- 
fendant was permitted to plead guilty to a lesser degree than the 
first degree charged, and when, shortly after his admission to 
Sing Sing he was sent to a mental hospital. This case was striking 
lor several other reasons, notably the fact that the so-called ‘‘lu- 
nacy commission’’ had gone to great lengths in entirely legal ver- 
biage to satisfy itself, if not the district attorney, that the de- 
fendant was sane. Indeed, this case was probably strongly instru- 
mental in bringing about the abolition of the lunacy commission, 
an institution which had become highly notorious as a means of 
permitting favoritism on the part of judges. One fundamental 
difficulty in the criminal law is the assumption that the human 
being is entirely a free agent motivated by an entirely free will 
and by a vicious mind which, though knowing right from wrong, 
chooses to will the wrong,'' and must be punished. It is rather 
assumed that in accordance with the doctrines of Beccaria a cer- 
tain quantum of punishment will overbalance the pleasure derived 
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by the offender so as to prevent a repetition of the offense. An 
inspection of the criminal statistics would indicate that this theory 
does not work out in practice! 

Another difficulty, particularly in homicide cases, is the entirely 
unpsychological view of ‘‘deliberation’’? and ‘‘premeditation” 
taken by the law, together with the supposed effects of drunken- 
ness, other intoxications, and acute emotional disturbances. Space 
does not permit of a discussion of these points: Suffice it to say 
that no less an authority than the late Justice Cardozo urged an 
entire reexamination of these questions with a view to bringing 
legal concepts more nearly into line with modern psychiatric 
knowledge.” Logically, on the assumption of an entirely free will, 
there is the assumption that the defendant must be either com- 
pletely responsible or completely irresponsible. There is, in other 
words, a complete splitting of society into two types of persons, 
namely, those who are fully sane, and those who are wholly insane, 
As the Massachusetts Supreme Court recently said, for example, 
‘Wherever the line of criminal responsibility of persons of low 
mentality may be drawn, one is either responsible or irresponsible. 
No definite idea is conveyed by speaking of ‘impaired’ responsibil- 
ity.’"* Other courts have drawn the line strictly, too, yet others 
have indicated a recognition of the fact that a wider zone exists, in 
which mitigating factors are found which make one hesitate to de- 
clare a defendant completely responsible or irresponsible. The 
New York Courts, for instance, have held that ‘‘feebleness of mind 
or will, even though not so extreme as to justify a finding that the 
defendant is irresponsible, may properly be considered ... and 
thus may be effective to reduce the grade of the offense.’’'* Again, 
in a few states, defective delinquent laws have been enacted ; under 
these a defective is not declared to be insane or not responsible, 
but he is, nevertheless, recognized as calling for a specialized form 
of treatment on account of his mental abnormality. Even more 
striking is a recent Illinois law known as the Psychopathic Sexual 
Criminal Law,” which provides for a wholly indeterminate com- 
mitment of persons indicted for crimes when found by qualified 
psychiatrists to be ‘‘suffering from a mental disorder and not in- 
sane or feebleminded, which mental disease has existed for a period 
of not less than one year... coupled with criminal propensities to 


WINFRED OVERHOLSER, M. D. 631 


the commission of sex offenses.’’ This law, indeed, actually uses 
the word ‘*‘ psychopathy ’’—the first instance, so far as the writer 
knows, of a recognition by the criminal law of this condition. 
Again, as to the penal treatment of offenders, there seems to be 
something of a tendency toward greater individualization. This is, 
of course, most noticeable in the juvenile courts; here a very wide 
discretion is given to the judge to make the correctional treatment 
fit the needs of the individual delinquent. In addition, the develop- 
ment of probation, parole and reformatories, to mention only a 
few, indicates a tendency in this direction, which is, however, still 
far from reaching the optimum. There is, too, a rather consider- 
able resistance on the part of courts and of legal writers, due to 
fear that too much individualization may lead to tyranny.” 

With respect to expert testimony in criminal cases, ‘a consider- 
able number of states have provided for court-appointed experts, 
or for the required commitment to a mental hospital of the defend- 
ant who pleads insanity as a defense. Theoretically, the jury 
might safely be expected to believe an expert who represented the 
state and who was presented as an impartial witness. <A recent 
experience in Colorado, however, is somewhat discouraging. In 
this ease a low-grade, feebleminded boy, a former inmate of a state 
school for defectives, had in company with an older boy raped and 
killed a young girl. Insanity was pleaded as a defense, and in ac- 
cordance with the Colorado law the defendant was committed to 
the state mental hospital for a period of 30 days. Three physi- 
clans on the staff of the hospital gave an unequivocal report that 
in their opinion he was mentally defective, incapable of distinguish- 
ing between right and wrong, and unable to perform any action 
with criminal intent. Nevertheless, the jury preferred to believe 
the police officers who made the arrest and who testified that in 
their opinion the defendant was of normal mentality. The appel- 
late court delivered itself of the following astonishing dictum: 
‘The ability to distinguish between right and wrong is not to be 
based upon some mental age test given by alienists under ideal 
clinical conditions!’? The boy was convicted, and in spite of coun- 
try-wide publicity was permitted to go to his death—certainly a 
commentary upon the mob spirit! However, even if such episodes 
do occur, it is gratifying to know that the criminal law has per- 
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manently passed the stage in which a Lord Chancellor of Iengiand 
could say, as he did in 1862: ‘*The introduction of medical opin- 
ions and medical theories into this subject has proceeded upon the 
vicious principle of considering insanity as a disease.’*™ 

The Massachusetts Briggs Law,'® only this year enacted in an- 
other state (Michigan), after having been in successtul effeet in 
Massachusetts since 1921, is unquestionably the most effective step 
towards solving the problems of expert testimony in criminal 
trials. Under this law certain classes of offenders, regardless of 
plea, are examined before trial by the State Department of Mental 
Diseases, the report being accessible to both parties and to the 
eourt. In practice, the court has usually committed for observation, 
if that was recommended, and if a report of psychosis was pre- 
sented the district attorney has promptly arranged for the commit- 
ment of the offender to a mental hospital, until recovery. On the 
other hand, if no mental disease has been found, experience has 
shown that the jury has accepted the findings of the impartial ex- 
perts rather than those of experts presented by the defense. The 
prosecution has almost invariably followed the advice of the exam- 
iners who, after all, are representatives of another branch of the 
state government. 

On the civil side of the law we find controversies of a number of 
different kinds—controversies between two parties or groups of 
parties with sometimes a rather high monetary stake. Here the 
state is setting as arbiter or umpire to see that certain rules of the 
game are enforced in the contest; the state has no other direct in- 
terest. For this reason not only is there a greater temptation to 
venality and bias on the part of experts, but it is much more diff- 
cult for the state to govern the direction of expert testimony. In 
the case of quarrels over deeds and contracts where the issue of 
mental capacity to execute arises, and in the ease of torts with 
particular reference to automobile injuries, where the question not 
only of the amount of damage and injury, but also the cause of the 
symptoms and their relation to the alleged accident are at issue, 
the expert as a rule is dealing with living subjects. The plaintiff 
or defendant, as the case may be, is subject to examination, al- 
though in all probability the courts are not in a position to order 
the parties to submit to such examination. The important part 
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played in psychiatric diagnosis by the history is well known. When 
the patient comes to the doctor expecting help and possible cure, 
he may be salely expected to tell the truth as he sees it. When, 
however, there is a possibility that by exaggerating his symptoms 
he may profit financially in securing a larger verdict, the value of 
his statements is accordingly diminished. It is difficult for the 
physician himself to decide how much weight should be given to 
possibly self-serving statements. Then again, as indicated earlier, 
there may be great difficulty in presenting in court the reasons for 
the expert opinion. The ground may be taken that what the psy- 
chiatrist is saying is only hearsay, or it may be said that in giving 
his opinion he is attempting to ‘‘invade the province of the jury.”’ 
As a recent writer points out,” the only logical procedure would be 
to ‘‘let a truly qualified witness tell all he knows.”’ 

In will cases the situation is even more difficult, since the subject 
is, by the very nature of the case, dead. In will cases, as in tort 
vases, at least the appointment of qualified psychiatrists by the 
court if agreed upon by the parties, would tend to eliminate the one 
feature of bias which is an extremely dangerous possible factor in 
such cases on account of the monetary consideration. 

In the case of divorce by reason of mental disorder, the facts are 
usually very simple, since the mere showing of the confinement of 
the patient in a hospital for the mentally ill plus a reasonable prob- 
ability that recovery will not take place, is sufficient. The matter 
of annulment theoretically is somewhat more difficult, although as 
a practical matter the courts are rather lenient in this too, espe- 
cially in eases where a litigant is barred by his religious beliefs 
from seeking a divorcee. In the civil actions of which we have 
spoken so far the criteria laid down by the law are not so seriously 
out of line with psychiatric concepts as are the so-called tests of 
responsibility. The latter, as we have seen, are far from accept- 
able to the psychiatrist as not recognizing the unitary nature of 
mental processes. In civil proceedings the strongest defense of the 
status quo is found in will contests. A Minnesota case” propounds 
the wholly unpsychiatrie doctrine: ‘*A person may be insane on 
some one subject, and still be as able as the sanest to manage his 
own property and affairs.’’ Contrasting with this we find an Eng- 
lish court saying in effect that if the mind is unsound on one sub- 
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ject it is erroneous to suppose that such a mind is really sound on 
other subjects. Most astonishing of all is the fact that the latter 
very modern dictum was enunciated by Lord Brougham in 1848! 
Apparently modernity may be more a question of personality and 
place than of calendar! 

With regard to commitment, it may be said that in general the 
law tends to require too much formalism, to make the procedure of 
sending the patient to the mental hospital too legalistic and savor- 
ing too much of criminal procedure. There are states, however, 
in which the method is simple and effective, and at the same time 
safeguards the rights of the patient. The facts in commitment are 
usually relatively clear, the physicians frequently are well known 
to the court; there has not infrequently been some asocial activity 
on the part of the patient, usually enough to satisfy the judge that 
the patient needs care in a mental hospital. In some Jurisdictions 
it is required that it shall be shown that the patient is a menace to 
himself and others, but this is a phase which can be rather broadly 
construed, since obviously even a feeble senile patient who may 
wander away and be run over by an automobile or become lost in 
the woods is a menace to himself. 

As to the matter of guardianships and conservatorships, these 
frequently have to do with patients who are in sufficiently serious 
mental condition to require care in a hospital and who may already 
have been committed. In other cases they are feeble or are chronic 
alcoholics, so that the facts do not admit of very much controversy. 


SUMMARY 


We have thus reviewed some of the types of cases in which the 
expert may be called to testify, together with certain fundamental 
concepts of the law. We have seen, too, some of the difficulties of 
procedure which rise to plague the expert, and have indicated that 
certain steps have already been taken which tend to improve the 
situation, at least on the criminal side. Certain changes in the law 
and procedure, however, are desirable. First of all the courts 
should insist strictly upon the possession by the alleged expert of 
genuine qualifications as such. In the case of psychiatrists, certifi- 
‘ation by the American Board of Psychiatry and Neurology should 
be a decided asset in satisfying the court of such qualifications, and 
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indeed it is questionable whether a court should admit as a psy- 
chiatrie expert, at least in areas where diplomates of the board are 
available, anyone who does not possess the certificate of the board. 
Unqualified ‘‘experts’’ are the bane of psychiatry, and have done 
more damage to its standing than almost any other factor. Too, 
ereater latitude by far should be allowed to the expert in testifying. 
If he is hampered by the rules of evidence he cannot present a con- 
tinuous or logical account to the judge and jury. The proposed 
Uniform Expert Testimony Act which has been urged upon the 
various states by the Commissioners on Uniform State Laws pro- 
poses that joint examination by the experts of the two parties and 
such court experts as may be appointed, shall be made, and that 
an examination and a report shall be filed giving not only the opin- 
ion but the reasons upon which it is based. Certainly the rights of 
any of the parties to the case can be saved by proper instructions 
from the judge without standing too much upon the minutiae of 
hearsay and *‘invasion of the province of the jury.’’ If the expert 
is not permitted to tell why he has an opinion or is not permitted 
to give an opinion because that is the subject under consideration 
by the jury, it may very well be asked, Then what is the purpose 
of the expert? In addition to permitting the joint examination 
and report, the number and the fees of the experts can very prop- 
erly be limited. Indeed there are a few states in which that is 
done already, the purpose being to reduce venality and to try to 
equalize the advantages of the two sides. 

Courts should by all means exert a closer control over the hypo- 
thetical question. Presumably this annoyance will be found for 
many years to come. Theoretically it is designed to prevent the 
expert from passing upon the credibility of certain disputed facts, 
their credibility being something which is wholly within the prov- 
ince of the jury. The judge however, should try to see to it that 
the hypothetical question as presented gives a reasonably fair pic- 
ture of the situation, and is not too one-sided. 

On the criminal side, the treatment tribunal, so-called, would 
seem to be something properly to be aimed for. This would sepa- 
rate the two functions of the court, namely, guilt-finding and cor- 
rectional treatment. Such a proposal has had serious considera- 
tion for a rather long period from students of the criminal law. 
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A difficulty at the present time is that it probably would rup 
counter to certain constitutional safeguards. It is possible that 
something in general approximating it, however, might be worked 
out which is entirely constitutional. Under such a proposal the 
court would limit itself to determining whether or not the act al- 
leged has been committed by the defendant. Thereupon, if it were 
found that it was, he would be turned over to a tribunal which 
would consist of judges, sociologists and psychiatrists, they to 
have the treatment in hand and to determine the time at which 
he might properly be released again to society. The question will 
of course be asked, how far the public would tolerate such a denial 
ot the revenge motive; this is a question which would have to be 
answered, although its importance is probably exaggerated. 
Furthermore, if a defendant is acquitted by reason of insanity, he 
should automatically be committed to a mental hospital for a 
wholly indeterminate period. If such a provision, similar to the 
English and the Massachusetts provisions, were enacted into law, 
much of the enthusiasm of attorneys for the plea of insanity would 
automatically vanish. 

The so-called **test of insanity’’ should be abolished and some- 
thing like the New Hampshire rule adopted; that is, the question to 
be submitted to the jury acting upon the advice of competent ex- 
perts, should be whether the act alleged was the offspring or prod- 
uct of mental disease in the defendant. Indeed, a similar question 
might well be put in cases involving wills, deeds and contracts. 
The question is somewhat different, of course, in personal injury 
cases and in commitments—the question in the latter should be 
merely whether the patient needs care in a mental hospital. 

The law, as we have seen, might do certain things to make expert 
testimony more helpful to it. This is not to say that the expert 
has not his part to do also. First and foremost, the expert should 
constantly bear in mind his historic role. He should remember 
that originally the expert was ealled upon as a friend of the court, 
as an adviser to the judge and the jury, because he could be 
trusted, because he was impartial and competent. He should bear 
in mind that he is there because he knows more about the topic 
than the group he is advising, and that he is present (theoretically 
at least) because he can be helpful, not to his employer, not to one 
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party or the other, but to the court and the jury. Therefore, it is 
extremely inportant that the expert should avoid not only bias, 
hut the appearance of bias. Ile 1s not an advocate, he is a profes- 
sional man who is being asked his honest opinion and should en- 
deavor to overcome such unconscious bias as he may have, difficult 
though this may be. The Committee on the Legal Aspects of Psy- 
chiatry of the American Psychiatric Association has recommended 
that no psychiatrist enter or appear in a criminal case for one 
party or the other unless as a condition precedent it is agreed that 
h 


1] 


ie may and shall examine the defendant with the experts employed 
by the opposing party; and further that he shall be allowed to give 
his testimony regardless of which side such testimony would favor. 
Indeed there is no good reason why such a rule should not be fol- 
lowed in civil cases as well. It may he suggested, too, that con- 
tingent fees, that is, fees dependent upon the outcome of the ease, 
are incompatible with impartiality; exorbitant fees, or fees which 
may he so construed, should be avoided as grounds of eriticism and 
suspicion. In this connection, a recent case may be cited in which 
a court held it proper to ask an expert how much he was paid 
for testifying, adding that such a question did not constitute an 
unfair or unethical attack on his reputation. I inally, in his testi- 
mony the expert should attempt to be comprehensible. There is 
no reason why if the facts are clear in his own mind, he cannot 
make them clear to others. ‘There is no need for the expert to re- 
sort to highly technical phrases, at least without explaining them 
earefully in simple language. Ile must remember that only so far 
ce his testimony readily comprehensible to the group 
of individuals, none of thein medically trained, to whom he is testi- 
lying, namely the judge and the jury, will his testimony be of value. 

We have considered here briefly some of the purposes of expert 
testimony and some of the difficulties under which it labors. We 
have seen that the law needs psychiatric advice and assistance, and 
that within certain limits it is ready to accept it. We have seen 
that certain steps have been taken already to make the law more 
adaptable to psychiatric concepts, but that there is still very con- 
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e room for improvement, as well as hope of improvement. 
1 


As the law becomes more liberalized, as it is certain to become; 
as judges and lawyers become more receptive to the potential and 
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actual assistance which psychiatry can render the law in the under. 
standing and the solution of human problems, so the psychiatrists 
must be ready to make their contribution. The history of our pro- 
fession indicates that we shall not be found wanting. 


Saint Elizabeth Hospital 
Washington, D. C. 


REFERENCES 


1. Hargroves v. State, 179 Ga. 722. 

2. State v. Jones, 50 N. H. 369. 

3 Bowing v. Del. Rayon Co., 192 Atl. 598. 

t. Mitchell v. Montgomery Ward and Co., 285 N. W. 187 (lowa). 

5. U.S. v. Spaulding, 293 U. S. 498. See also Dodson y. Kuykendall, 127 8. W. (2nd) 348 
(Texas). 

6 In re Dolbeer’s Estate, 86 Pac. 695. 

i See, for example, Forbis v. Holzman, 55 Pac. (2nd) 201, to the effect that the question may 
be fri i upon any theory . . Which can be deduced from the evidence, and may omit 
any facts not deemed . . . material. 


fal Winn v. State, 126 S. W. (2nd) 481. 


9 Tracy Peerage Case, 10 Cl and F. 154 (1843). 

10 California and Massachusetts, for example. See In re Hastings’ Estate, 206 Cal. 524; Sullivan 
v. Judges, 271 Mass. 435. 

11 See, for a discussion on this subject, Zilboorg, G.: Misconceptions of Legal Insanity; Am. 
Jour. Orthopsychiatry, 9:540, July, 1939, No. 3 

12 See Cardozo, B Law and Literature, p. 70. N. Y., 1931; also, Knudson, J. K.: Murder by 


the Clock; 24 Wash. Univ. Law Quart. 305 (Apr., 1939). 
13. Comm. v. Clark, 198 N. E. 641. 
14. People v. Moran, 249 N. Y. 179. 


15 Smith-Hurd Ill. Annot. Stat. Ch. 38, Crim. Code, Div. XVI (1938). 


: 

16. As an example of this viewpoint see Dession, G. H.: Psychiatry and the Conditioning of 
Criminal Justice, 47 Yale Law Jour. 319 (Jan., 1938, No. 3). 

17 Arridy v. People 82 Pac. (2nd) 757. 

1 Ss Hansard’s Debates, 3rd series, vol. 165, p. 1297 

19 See Overholser, W The Briggs Law of Massachusetts, 25 


25 Jour. Crim. Law and Criminology 
859 (Mar., 1935, No. 6). 
29 Bozeman, V Suggested Reforms of the Opinion Rule. 13 Temple Univ. Law Quart. 296 
(Apr., 1939, No. 3) 

21 Knox v. Haug, 48 Minn. 58. 

22 Waring v. Waring, 6 Moore P. C. 341. 


Duffy v. Griffith, 4 Atl. (2nd) 170 (Pa., 1939). 





THE BLOOD-CEREBROSPINAL FLUID BARRIER OF NORMAL CHILDREN 
AS DETERMINED BY THE BROMIDE PERMEABILITY QUOTIENT* 
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Between the substance ot the nerve eel] and the circulating blood 
it is reasonable to assume that there exists a physicochemical bar- 
rier which has its structural representation in the vessel wall, the 
pericellular (interstitial) fluid and the surface of the nerve cell it- 
self. It is assumed that the cerebrospinal fluid, by virtue of its 
physical continuity with the interstitial fluid through the Virchow- 
Robin space, reflects, to some degree at least, the nature and quan- 
tity of the substances reaching the nerve cell from the blood stream. 
Upon this assumption, in part, rests the validity of tests, conducted 
upon samples of cerebrospinal fluid, designated as measures of the 
hlood-cerebrospinal fluid barrier. (The vascular impulse provides 
an impetus for the discharge of fluid from the Virchow-Robin 
space). A more direct source of cerebrospinal fluid is the chorioid 
plexus of the ventricular system, by means of which the blood 
comes into an almost direct relationship with the cerebrospinal 
fluid. Although there is no evidence to prove the implication, it is 
usually tacitly assumed in most clinical work, that the constitution 
of the cerebrospinal fluid derived from both sources is identical. 
It should be understood that when, in the following pages, the term 
hlood-cerebrospinal fluid barrier is used a legitimate objection may 
be raised as to the justice of considering such a complex as a single 
functional mechanism. It should further be realized that studies 
directed upon the constitution of the cerebrospinal fluid may only 
to a sight degree represent what is reaching the nerve cell from 
the blood. Whether the fluid of the Virchow-Robin space repre- 
sents predominantly a measure of arterial or venous transpirate, a 
composite of both or an index of neurocytie excretion, it is further 
impossible to say. We cannot therefore, and without qualification, 
assume, that in analyzing the cerebrospinal fluid, we are measuring 
substances passing between the blood and the nerve cell. 

*Financed through Child Neurology Research (Friedsam Foundation) 
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It is well known that certain substances found in the blood are 
not found in the cerebrospinal fluid and it is further easily shown 
that some substances which are found in both are encountered jy 
different proportions in the two fluids. The reason generally as. 
sumed for this is that the barrier between the blood and cerebro- 
spinal fluid prevents the entrance of certain substances entirely or 
in part, into the cerebrospinal fluid. Now it may be logically ob. 
jected that another mechanism might also be operative in the pro- 
duction of these differences. It may be legitimately questioned if 
these differences are not produced by a selective removal from, 
rather than selective entrance into, the cerebrospinal fluid or if 
perhaps both circumstances do not exist. In order for such situa- 
tion to obtain it would have to be shown that a definite membrane 
barrier, capable of exerting a selective effect, existed on the effer- 
ent side of the cerebrospinal fluid between it and the blood. Sucha 
barrier appears to exist in the conventionally-considered arachnoid 
villi but it can easily be proven that the efferent cerebrospinal fluid 
is not restricted by a definite membrane mechanism even though 
this is a commonly held opinion. Particulate matter as well as air 
introduced into the cerebrospinal fluid of the dog can be very read- 
ily (within a few minutes) recovered from the lymphatics of ex- 
tracranial structures and traced through the lymph channels found 
at the foramina of the skull into the deep cervical lymph glands. 
This occurs in the dead as well as the live animal. 

Minute particulate substances also appear to find their way into 
the venous sinuses of the dura, notwithstanding the opinion held by 
many authorities to the contrary. We need not therefore concern 
ourselves with the possibility of the existence of an efferent selee- 
tive barrier between the cerebrospinal fluid and blood and we may 
justifiably consider that the composition of the fluid is conditioned 
only by the barrier between the blood and cerebrospinal fluid and 
by what happens to the fluid while inside the cranial case after 
passing this efferent barrier. It is well known that complex mole- 
cules, especially those of protein nature, either do not pass this 
barrier or do so with difficulty while simple erystalloids appear to 
have less trouble in effecting a transfer. Even in the case of sim- 


ple salts, however, the barrier appears to exert an effect resulting 
in quantitative differences between the blood and cerebrospinal 
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fluid. That purely physicochemical laws are operative to some de- 
eree in the production of these differences cannot be doubted since 
a rise of concentration of one type of halogen salt appears to occur 
at the expense of the concentration of related halogen salts. How- 
ever, other factors of a more ‘‘vitalistic’’ type appear to be opera- 
tive in the production of the cerebrospinal fluid since the concentra- 
tion of sodium chloride and magnesium is in excess of that of the 
blood. We cannot consider this as due to selective removal of 
other constituents since, as we have observed, even grossly particu- 
late matter rapidly gains an exit from the cerebrospinal fluid. 

The knowledge that the composition of the cerebrospinal fluid 
must, to some degree, reflect the behavior of the blood-cerebro- 
spinal fluid barrier led earlier investigators to hope that by the use 
of some indicator substance the functional activity of the barrier 
might be tested. (A last word of caution is introduced at this point 
to emphasize that such a test assumes that the composition of the 
cerebrospinal fluid reflects the nature of what is passing the ‘‘bar- 
rier’? when this is considered as a single functional entity. It is 
further obvious that such a test hopes to arrive at some informa- 
tion of what is reaching the nerve cell from the blood. We have no 
direct evidence to prove that substances in the cerebrospinal fluid 
really enter into and are concerned with the metabolism of the 
nerve cell. While such an assumption is not unreasonable it is not 
by any means directly demonstrable as vet). 

Regardless of the theoretical basis for such a test procedure the 
possible empirie value of its employment remains to be demon- 
strated. Determinations designed to arrive at a similar result by 
estimating the variation in substances normally present were car- 
ried out before attempts were made to test barrier permeability by 
the use of materials not normally found in body fluids. Procedures 
of the first type are of great value indeed in definitely abnormal 
eases but since variations in these substances occur physiologically 
this type of analysis was not considered to be of profound value in 
cases showing borderline variations from the norm. Chloride de- 
terminations especially were run by Mestrezat (1927) and by Lei- 
pold (1928). The former computed the relation between the chlo- 
ride of the fluid and the blood to be 1.25 (0.8 for blood-fluid rela- 


tion) with variations from 1.2 to 1.33 (Leipold’s blood-fluid rela- 
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tion variation was from 0.85-0.78). The fact that chloride deter- 
minations are disturbed by a great number of factors led to dis- 
satisfaction with the examination of the concentration of this sub- 
stance although it should be pointed out that while the absolute 
chloride values may vary greatly there is not much variation in the 
normal chloride permeability quotient. 

Among the substances not normally present in the body fluids 
and which were utilized for the purpose of testing barrier perme- 
ability, sodium bromide appeared theoretically ideal in many ways, 
Irom the practical standpoint the results obtained by its use, how- 
ever, have not been eminently gratifying. As introduced by F. K. 
Walter (1929) the technique of the test consisted in the administra- 
tion per os of 0.3 etg. NaBr/1 em. body length for several days and, 
24 hours after the last administration, cerebrospinal fluid was 
withdrawn from the lumbar cisterna and blood from one of the 
antecubital veins. To each cubic centimeter of fluid 0.1 ¢.c. of a test 
solution was added (In the case of the blood serum, 2.3 ¢.c. of re- 
agent solution is added). The test solution consisted of 100 ¢.c. dis- 
tilled water, 10 gm. of solid trichloracetie acid and 5 gm. of solid 
phosphotungstie acid. The treated body fluids were now shaken 
energetically, allowed to stand five minutes, filtered (filtrate must 
be clear) and to each 1.5 c.c. of filtrate 0.3 ¢.c. of 0.25 per cent gold 
chloride solution (0.25 gm. brown gold chloride in 100 ¢.e. distilled 
water) was added. This was shaken and read in ten minutes 
against appropriate standards. Tor the purpose of convenience 
in expressing the relationship between the bromide in the two fluids 
the amount of bromide present in the cerebrospinal fluid is divided 
into the amount found in the blood and the resulting quotient is 
‘alled the permeability quotient (or more briefly designated as 
P-Q). It is always important that the absolute values for bromide 
found be also given in order to evaluate any abnormalities found 
in the P-Q. Walter noticed that the dosage of sodium bromide 
could be increased to daily amounts of 6-8 gm. without affecting 
the test readings, which is an easily verifiable observation (see 
Chart 1). He further stated that readings on concentrations below 
1:10,000 were unreliable. This is due to the extremely pale color 
developed (which is an attenuated yellow) at concentrations of this 
magnitude. Walter cautioned against drawing the test fluid too 
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soon after a meal since bromide as well as chloride is excreted from 
the stomach mucosa and a temporary imbalance exists between the 
blood and cerebrospinal fluid at such a time. If two hours are 
allowed to elapse after feeding, equilibrium appears to be reestab- 
lished. The ratio between the blood and cerebrospinal fluid bro- 
mide is not greatly affected by this imbalance but, for the most aec- 
curate work, a fast should be observed. 

[It was noticed by Fleischhacker and Scheiderer (1930) that if 
suecessive cerebrospinal fluid samples are withdrawn within a 
short time of one another from the lumbar cisterna, the bromide 
cradually decreases in concentration at a much greater rate than 
could be explained on the basis of the bromide lost by fluid tap. 
According to some authors this is due to the fact that the lumbar 
fluid contains more bromide than the cisternal fluid. They observed 
that the P-Q variation in these two places was from 0.08 to 0.78 
(obtained as stated above by dividing the blood bromide concentra- 
tion by the cerebrospinal fluid bromide concentration). For this 
reason Walter advised drawing off not more than 5-8 ¢.ec. of fluid. 
It is obvious that, in the child, such a consideration is especially 
ponderable. In an infant the withdrawal of the same amount of 
fluid which is taken from an adult should tend to result in an ele- 
vated permeability quotient. This would be interpreted as a de- 
creased barrier permeability. Fortunately for the circumstances 
involved the figures for very small infants (premature) argue for 
an increased rather than decreased permeability. Thus Kruse 
(1929) found an increased permeability in 60 per cent of premature 
infants. In infants of the first month of life he found the bromide 
P-Q increased in the same proportion of cases but by the third 
month the proportion of cases with increased permeability fell to 
11 per cent. Examination of our figures 3 and 4 discloses evidence 
of a similar nature by virtue of the fact that our younger (and 
consequently smaller children) had lower P-Q’s on the whole than 
did the older children. 

The obvious questions which arise at the outset of an investiga- 
tion into the validity of the bromide permeability quotient test are: 
First, What is the technical capacity of the technique involved in 
the determination? and, second, Does it test what it is supposed to, 
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and what inherent difficulties militate against its correct interpre- 
tations? Further, we must concern ourselves with the question of 
how the test behaves when applied to normal persons. 


EVALUATION OF THE TEST 

The method of determining the bromide dosage by body length 
has now been supplanted by a weight dosage technique depending 
upon the administration of 0.02 gm. Nabr per kilo of body weight. 
The bromide is given per os, ter in diem, for five days. In this way 
it is presumed that the amount of bromide in the blood stream can 
be kept at a nearly constant figure for the last two or three days 
and that during this period an equilibrium can be established be- 
tween the blood and cerebrospinal fluid. It is apparent if a dose 
of bromide be given shortly before the samples of fluid are with- 
drawn that the blood concentration will be far in excess of that in 
the cerebrospinal fluid and an abnormally high P-Q will result. 
For this reason it is considered desirable to allow 12 hours to 
elapse after the last dose, before withdrawing the test samples. 
Obviously all pro re nata and statim orders on medication contain- 
ing halogens must be interdicted during the total period of testing. 
In practice this is difficult to do in a general hospital with a large 
rotating resident staff. Sooner or later one of the ubiquitous 
sodium bromide concoctions will be administered to a patient and 
will throw off an individual test here and there. In the psychiatric 
hospital where the effect of the halogens is held in wholesome re- 
spect this is less likely to occur. None of our unusual case results, 
however, have been discounted upon suspicion but are included as 
we found them. It is because of the possibility of extraneous dos- 
age that absolute bromide amounts should always be published 
since cases presenting suspicious characteristics of extra dosage 
are indicated by absolute spinal fluid values within normal ranges 


but greatly excessive blood value figures and corresponding eleva- 
tion of the P-Q. 

The efficiency of the five-day t.i.d. method of bromide adminis- 
tration in maintaining an even blood bromide level has been ealled 
into serious question by several investigators. We are aware 
(from the study of Fremont-Smith, Dailey and Sloan, 1935) and 
from other publications, that the absolute amount of bromide pres- 
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ent in the body fluids does not remain at a level during the time of 
hromide administration. Further we are aware that on the fifth 
day of medication we have not reached an intake-output equili- 
brium by any means, but rather are dealing with fluctuating levels. 
[his does not seem to the authors a serious criticism for two rea- 
sons. In the first place it is self-evident that a fairly constant 
equilibrium exists between the blood and cerebrospinal fluid bro- 
mide as expressed by the P-Q ratio even though there is a fluctua- 
tion in absolute amounts. Were this not so the P-Q would express 
a much greater degree of variability than is encountered. The 
second consideration is that, among our normal cases, we have 
(failed to find extreme variation by adhering to the five-day admin- 
istration plan. 

A more serlous objection has been raised by questioning the 
validity of the chemical determination itself. The method is more 
complex than usual clinical techniques in at least two respects. The 
weighing of the extremely deliquescent gold chloride must be done 
with great care and, secondly, the <leveloped colors must be read by 
a person experienced in color matching since they are very weak. 
Some gain in reading accuracy by the use of a color filter ean be 
expected. Naturally quantitative chemical analytic techniques 
must be observed throughout. Even with the best technique, how- 
ever, It has long been known that the method as introduced by Wal- 
ter fails to give an absolute measure of the bromide present (Katz- 
enelbogen and Goldsmith, 1931, see Kalzenelbogen, 1935) but tests 
consistently too low. Katzenelbogen (1935) states that the deficit 
is constantly a certain percentage of the total amount of bromide 
present (14.5 per cent = 4.2 per cent). This he believes to be due 
to chloride interference and he has introduced a correction factor 
for arriving at the actual amount. Under average conditions the 
Katzenelbogen modification of the Walter technique has proven to 
he satisfactorily correct for chloride interference. For example, 
in an evaluation of the correction factor procedure 50 mg. NaBr 
were added to 100 ¢.c. each of blood serum and cerebrospinal fluid. 
Using the correction factor a recovery of 49.9 mg, NaBr was made 
trom the spinal fluid and 49.85 mg. NaBr on the blood serum. How- 
ever, since the body chloride is not a fixed factor its interference in 
the bromide determination is more important than would appear 
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from the above and a small error is bound to be present when this 
method is used. Further, the correction factor as used in the Katz- 
enelbogen technique is embodied in an alteration in the standard 
in order to simplify computation. This results in a more accurate 
serum than spinal fluid figure. Ilowever, the difference from the 
true result is not great under average conditions. It is probably 
better to correct by computation from standard alteration. 

It might be supposed that some substance other than bromide 
might be better used as an indicator substance but so far it is not 
clear what such a substance might be. Another method of ap- 
proach to the difficulty involved in bromide determinations might 
be the use of a different chemical technique for the bromide deter- 
mination. Several alternative inethods are available but are im- 
practical for several reasons. In the first place the chloride inter- 
ence factor is extremely difficult to overcome since the chemical 
relationship between the two substances mutually interfering is so 
close. Were the quantities of fluid greater this difficulty might be 
more easily overcome but it must be recalled that one is restricted 
to what amounts to microchemical techniques. Promise seemed to 
be afforded by the Conway and Flood procedure but it has not been 
fruitful in our hands. An ideal but rather complex method may 
perhaps be approximated by modifying the old Vortmann method, 
determining the chloride present and working out the correction 
factor from the exact chloride amount present. The Toxopeus, 
Mishki electrical and other available methods are far too complex 
to be useful for clinical purposes (we shall subsequently refer to 
electrical determinations as run by ourselves). This 1s the second 
objection to an alternative method. Very exact quantitative bro- 
mide determinations can be made by use of the wide range com- 
plete resolution electrical spectroscope equipped with an automatic 
photographie densiometer recording device but such an apparatus 
is, of course, far too costly for general use. 


APPLICATION OF THE TEST 


In what has gone before we have reviewed the basis of the Wal- 
ter test. We have pointed out some of the practical and theoretic 


limitations incumbent upon its employment and now come to a con- 
sideration of what it has yielded in actual use. So much concern- 
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ing the actual anatomy and physiology of the cerebrospinal fluid is 
unknown that much which we have said must appear in the light 
of straining at a gnat while ingesting an entire caravanserai. Many 
of the clinical laboratory adjuncts in daily usage are of dubious 
theoretic background yet they vield valuable results or at least 
have come to be associated with meaningful concepts upon which 
diagnosis and therapy can be profitably based. Being forced to 
admit the theoretic limitations enunciated above we must now con- 
cern ourselves with the question of what the test shows in the nor- 
mal individual and if it is clinically useful. Should it pass serutiny 
in these two respects we can ignore its theoretic limitations as 
immaterial. 

Unfortunately for the bromide P-Q test less attention has been 
paid to its results upon normal people than to what it gives with 
abnormal patients. In general it may be concluded from what has 
been done that the work so far shows a decreased permeability 
(increased P-Q; assuming the normal to be from 2.7-3.5) in 
schizophrenia and an increased premeability (decreased P-Q) in 
meningitis, cerebral arteriosclerosis, manic-depressive psychoses, 
alcoholism and general paresis and no appreciable change in men- 
tal deficiency. There has been no complete general agreement, 
however, in the work done upon these conditions and indeed the 
histograms of large groups of all of these classes of cases sus- 
piciously resemble the parabolic contour of symmetric binomial 
frequency graphs with the means falling between 2.9 and 3.1. A 
review of the literature leaves the impression that the results so 
far obtained are difficult of evaluation for at least two important 
reasons: 

(1) The normal P-Q value has been established upon cases 
which are not a typical population sample nor have the cases been 
adequately analyzed for normal variables. 

(2) The abnormal P-Q values are obtained from eases in vary- 
ing stages of abnormal processes. (It is quite conceivable that 
during the development of a psychotic process the P-Q is entirely 
different than during the established stage). 

Katzenelbogen gives in his book (1935) a table of normal P-Q 
figures as found by several investigators. These range from 2.7 
to 3.0. Katzenelbogen himself accepts 2.9-3.3 as the normal range. 


ocT.—1939—pb 
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It would appear that in the establishment of normal ranges, cor- 
rections for age, sex and race would seem to be a natural proee- 
dure. A review of the literature on the normal is, however, dis- 
appointing. Of the large amount of literature amassed upon the 
abnormal patient only a few general conclusions seem justifiable, 


In certain types of dysfunction of the nervous system there ap- 
pears to be a general preponderance of low or high P-Q’s. The 
vases taken singly, however, generally occupy the entire range of 
normal variations and it is only when large numbers of such 
groups are statisticated that it can be said that any abnormality 
seems to exist. Now there are several questions which would natu- 
rally arise from the examination of such data. In the first place 
the figures accepted as normal may be incorrect. A reevaluation of 
the normal might throw certain clinical entities decidedly outside 
reevaluated normal figures. Another possible explanation for the 
observed figures may be that the clinical grouping was not close 
enough and that dubious cases spread the P-Q range to a greater 
extent than is, in fact, justifiable. Lastly it is to be observed that 
many, if not most, institutional psychiatric cases (which form the 
bulk of the reported material) are old burnt-out deteriorated cases. 
While it is true that the clinical residuals of such cases are striking 
there is no good reason for assuming that the originally disturbed 
physiology (whatever it may happen to be) which attended the 
onset of the illness is still operative. In order to avoid, as much 
as possible, these objections our projected plan of investigation 
was designed to study only those patients of pediatric age. In such 
cases, presumably, secondary factors should be at a minimum and 
originally operative factors at a maximum. It is however true, of 
course, that pediatric psychiatric and neurologic cases present 
their own peculiar obstacles in diagnosis. 

Before the abnormal child could be satisfactorily studied, it was 
necessary to assure ourselves of the accuracy of the ‘‘normal”’ fig- 
ures which we were to use. With this end in view 50 eases (26 
colored and 24 white) were tested by the Walter method as modi- 
fied by Katzenelbogen and quoted in the latter’s book. None of 
these cases had positive Wassermann reactions nor any clinical evi- 
dence of lues. The data obtained are embodied in a master chart 
(Chart 1) showing the patients’ sex, race and hospital number, the 











MASTER CHART OF 50 ‘‘NORMAL’’ PEDIATRIC CAS 
NEGATIVE WASSERMAN THROUGH 




















Hospital Hour of fluid 

Sex Number withdrawal Diagnosis 

M 77389 1:50 p. m. Diarrhea—malunutrition 

F 78567 2:10 p.m. Premature 

F 69336 2:40 p. m. Sickle cell anemia 

F 78665 3:10 p. m. Infection of old burn 

PF 79001 3:25 p. m. Empyema 

M 79697 4:30 p. m. Malnutrition 

M 78982 5:05 p. m. Pneumonia—otitis media 

M 69449 5:45 p. m. Rickets—malnutrition 

M 78876 6:05 p. m. Rheumatic heart disease 

M 81111 Infected burn 

F 78796 Searlet fever 

F 78891 12:45 p. m Pharyngitis 

M 78981 2:00 p. m Balanoposthitis 

F 78893 3:15 p.m Pharyngitis 

M 68146 3:50 p. m Impetigo 

M 80210 1:20 p. m Pneumonia 

M 80211 12:30 p. m Congenital heart disease 

F 79789 1:15 p. m Oesophageal stricture 

F 80685 G.C. ophthalmia and vaginitis 

M 80507 Conjunctival laceration 

M 80531 Diarrhea 

F 80504 Pneumonia 

M 80370 Paratyphoid fever 

M 82068 9:35 a. m. Malnutrition 

F 81862 10:40 a. m. Otitis media—pyelitis—maluutrition 

F 81569 2:20 p. m. Flexner’s dysentery—tuberculosis 

F 81748 10:30 a. m. Otitis media—pyelitis—tuberculosis 

F 81901 11:45 a. m. Otitis media 

M 81831 12:00 m. Pylorie spasm 

M 82229 12:45 p. m. Cervical adenitis-Pott’s disease 

M 82034 10:45 a. m. G.C. ophthalmia and urethritis 

F 82058 12:15 p. m. G. C. vaginitis 

M 81965 10:00 a. m. Bronchial pneumonia 

M 175458 10:20 a. m. Dysentery 

F 82086 11:30 a. m. Koch-Weeks conjunctititis 

M 71869 10:00 a. m. Otitis media 

M 82206 10:00 a. m. Traumatic tendon contracture, 
tenoplastic 

F 82190 11:00 a. m. Estivo-autumnal malaria 

M 82191 11:15 a. m. Estivo-autumnal malaria 

F 82239 11:00 a. m. Rheumatic heart disease—chorea 

F = 82317 10:30 a. m. Nephrosis 

F 81232 12:30 a.m. Rectal prolapse 

F 82690 2:00 p.m. Patent ductus arteriosus 

M 82767 12:45 p.m. Cervical adenitis 

M 56308 2:45 p. m. Tonsillitis 

M 78336 12:15 p.m. Rheumatic heart disease 

F = 82653 3:00 p.m. Furunculosis 

F 83516 11:45am. Chronic pyelitis 

M ~ 83393 12:00 m. Rheumatic cardiac disease 

M 83426 5:00 p.m. Congenital heart disease 





Afebrile 
Febrile period Fastigium interval (it 
3 days 55 days 
No febrile period 102.6 
Throughout 102.0 None 
Occasional—separate days 100.2 5 days 
Septic spiked temp. 103.2 None 
5 days 105.0 12 days 
Occasional—separate days 102.2 5 days 
No febrile period 
4 days 104.0 None 
4 days 105.0 11 days 
5 days 101.0 1 day 
6 days 101.0 14 days 
4 days 100.2 5 days 
5 days 101.2 8 days 
Irregular intervals 102.0 15 days 
No febrile period 
Irregular intervals 102.0 6 days 
11 days 105.6 8 days 
No febrile period 
12 days 104.4 8 days 
3 days 106.0 3 days 
3 days 103.4 10 days 
7 days 104.4 11 days 
10 days 101.6 21 days 
3 days 101.0 17 days 
19 days 104.2 12 days 
No febrile period 
Irregular temperature 102.4 None 
No febrile period 
No febrile period 
No febrile period 
5 days 104.4 15 days 
3 days 104.0 None 
No febrile period 
2 days 102.2 7 days 
No febrile period 
4 days 106.0 5 days 
4 days 107.2 5 days 
No febrile period 
No febrile period 
No febrile period 
No febrile period 
4 days 104.0 10 days 
No febrile period 
No febrile period 
No febrile period 
24 days 103.0 None 


No febrile period 
No febrile period 








Chart 1. Master Chart of ‘‘normal’’ cases tested. All listed above 
See text for explanation and subsequent figures for graph 





C CASES (26 NEGRO—24 WHITE) 





























HROUGHOUT 
Weight Sodium Bromide 
sbrile Age (at time Mgs. per 100 c. ¢ Bromide Sodium Nitrate ’ 
erval (in months) of spinal) Race Serum Cc. 8. F. P. Q. Mgs. per 1,000 c. c. 
days 3 8 lbs. 4 oz. Negro 97.09 42.19 2.31 8 to 10 mgs. 
1 8 lbs. Negro 129.90 41.6 3.12 8 to 10 mgs. 
ne 60 36 lbs. Negro 51.02 17.73 2.89 8 to 10 mgs. 
days 60 39 lbs. 4 oz. Negro 57.47 17.00 3.38 8 to 10 mgs. 
ne 36 28 lbs. White 88.49 28.01 3.15 
21 22 Ibs. 8 oz. Negro 45.45 14.74 3.08 8 to 10 mgs. 
days 23 24 Ibs. 8 oz. Negro 21.73 7.57 2.87 
days 18 16 lbs. Negro 44,2: 18.11 2.44 
114 46 lbs. Negro 54.34 19.15 2.83 
ne 48 30 lbs. 6 oz. Negro 137.62 62.13 2.22 8 to 10 mgs. 
days 72 40 lbs. White 136.36 42.36 3.21 8 to 10 mgs. 
day 5 13 Ibs. White 218.74 116.66 1.87 8 to 10 mgs. 
days 48 30 Ibs. Negro 81.96 27.77 2.95 
days 84 45 lbs. White 149.25 45.04 3.3 8 to 10 mgs. 
days 22 23 Ibs. Negro 111.11 38.31 2.90 
days 48 31 Ibs. 8 oz. Negro 106.38 40.65 2.61 
108 58 Ibs. Negro 147.05 52.63 2.79 8 to 10 mgs. 
days 24 21 Ibs. 3 oz. Negro 126.58 58.13 2.17 8 to 10 mgs. 
Sodium Chloride 
Serum C. 8. F. P. Q. 
days 3 9lbs.130z. Negro 47.16 18.31 2.57 600.34 706.32 0.852 
72 41 lbs. 2 oz. Negro 47.61 17.73 2.62 548.60 707.14 0.776 
days 18 18 Ibs. Negro 48.54 18.51 2.62 656.27 718.40 0.776 
days 48 43 lbs. 3 oz. Negro 96.15 37.67 2.55 523.38 726.24 0.720 
days 132 61 lbs. White 52.65 17.18 3.06 
days 6 13 Ibs. White 55.92 16.66 3.35 
days 6 11 lbs. White 56.43 18.43 3.06 
days 36 23 Ibs. 9 oz. White 52.19 16.50 3.15 
days 7 18 lbs. Negro 58.96 22.76 2.58 
8 12 lbs. 6 oz. Negro 51.54 18.98 2.71 
Yone 4 8 lbs. 3 oz. White 53.30 18.35 2.90 
122 61 lbs. Negro 46.51 15.18 3.06 
48 35 lbs. Negro 40.40 3.71 2.94 607.69 755.06 0.805 
60 35 Ibs. Negro 50.10 17.73 2.82 599.84 707.15 0.848 
days 24 29 Ibs. White 69.83 22.28 3.13 589.81 740.83 0.798 
ne 14 25 lbs.150z. White 103.09 41.56 2.48 582.62 720.12 0.810 
72 41 lbs. White 61.27 17.26 3.52 435.55 591.92 0.736 
days 19 26 Ibs.120z. White 59.66 17.61 3.3! 582.96 749.33 0.778 
96 57 lbs. White 69.63 19.74 3.52 468.24 738.76 0.635 
days 84 35 Ibs. 6 oz. White 51.86 15.99 3.24 635.82 840.34 0.757 
days 108 46 lbs. 2 oz. White 55.55 15.15 3.66 613.13 806.89 0.761 
132 100 Ibs. White 72.46 22.22 3.26 656.17 779.48 0.843 
60 31 Ibs. White 59.52 17.54 3.39 
30 25 Ibs. White 65.27 19.47 3.35 617.99 779.07 0.794 
24 26 Ibs. White 52.21 16.58 3.14 613.70 745.09 0.823 
days 9 15 lbs. 8 oz. Negro 84.36 32.67 2.58 533.44 751.16 0.709 
57 37 Ibs. 8 oz. White 69.63 22.34 3.11 558.18 786.38 0.710 
8 Negro 32.80 11.35 2.88 630.58 682.54 0.924 
17 19 Ibs. White 48.89 15.16 3.22 568.79 751.75 0.757 
one 9 White 37.87 10.93 3.46 640.51 779.89 0.822 
92 52 Ibs. White 52.08 16.83 3.09 609.10 754.31 0.809 
128 62 Ibs. Negro 48.82 16.40 2.97 630.67 814.22 0.773 








d above had negative Wassermann reactions. 
* graphical analyses of variable factors. 
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hour of fluid withdrawal, the dismissal diagnosis, the age and 
weight at the time of fluid withdrawal and the test results. In all 
cases it was attempted to be certain that the child was completely 
recovered before the test was begun. For such purposes a complete 
subsidence of all acute clinical manifestations was considered nec- 
essary and a definitely afebrile interval was considered desirable. 
An elevation to 100° at any time during the day was the criterion 
used for deciding whether a patient was or was not febrile. Ina 
few cases a patient previously fever-free developed an elevation 
during the test period. In the chart the term ‘‘afebrile interval’’ 
refers to the period of freedom from fever before the fluid with- 
drawal (not from the time of beginning the bromide administra- 
tion). Under the heading ‘‘fastigium’’ is listed the highest tem- 
perature the patient exhibited while in the hospital, prior to fluid 
withdrawal. The column designated ‘‘febrile period’’ refers to 
the number of days inclusive of the first elevation to or above 100° 
and the last. It is obvious that many patients who were admitted 
to the hospital near the end of their period of illness had a much 
longer febrile period than is recorded on the chart but there is, of 
course, no more accurate way of arriving at such data. The data 
concerning temperature elevation seem to us desirable for inclusion 
for two reasons. In the first place it is impossible to obtain normal 
individuals other than convalescents, and in such circumstances a 
question will always arise as to how ‘‘normal’’ the cases were. We 
believe that a fairer estimate is obtained by a perusal of these fig- 
ures than by merely stating that the children were all convalescent. 
In eases such as number 27, in which an acid fast infection was de- 
tected, it was naturally apparent that a clean bill of health cannot 
be awarded, but since the child was admitted for an entirely differ- 
ent complaint and she was completely convalescent from her ear 
and renal infection we feel constrained to include the case. Further 


these cases were chosen with care over a period of a year from an 
active service in an effort to obtain the most suitable cases and 
are, we feel certain, as nearly normal as it is practicable to obtain. 
The wisdom of including cases 38, 39 and 40 may be questioned. 
The first two had extreme temperature elevations upon admission 
and it may be contended that this would effect the P-Q. This point 
offers the second good reason for including temperature data and 
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? 


is discussed farther along. Case 40, it must be admitted, had elin- 
ical evidence of chorea upon admission and is perhaps our most 
questionable choice. In defense of retaining the case we may 
merely observe that a long period ol time elapsed belore adinission 
and testing and that at the time oi testing the child was clinically 
eured. (There is no evidence in the literature that the P-Q is 
altered in chorea). 

The data on sex, age and race are included for obvious reasons. 
The graphic analyses of this material are embodied in figures 1-4 
which are subsequently discussed on pages 658-62. 


Soptum Nitrate TEST 


Eleven of the first 18 cases were also tested by the sodium nitrate 
permeability test of Mestrezat and Gaujoux (1909). The test is 
designed to indicate increased permeability in cases of inflamma- 
tory reactions of the meninges and has a sound foundation in ex- 
perience. However, increased permeability to nitrate is reported 
to be occasionally encountered when no inflammatory reaction 
exists. It is conducted as follows: One gram of sodium nitrate per 
20 kilograms of body weight is administered three hours before 
lumbar puncture and the concentration determined in the cerebro- 
spinal fluid by means of a color reaction using a sulfuric acid 
diphenylamine reagent. The normal figures given for nitrate per- 
meability are from 7-16 mgm. per 100 ¢.c. of spinal fluid. 

The reasons for using the nitrate test in our series were, by hav- 
ing two spinal fluid techniques on diverse substances: (1) to act as 
a check against technical errors in handling the fluids; (2) to 
check possible neurologic involvements which might have been clin- 
ically missed and so to act as a control on the patients; (3) to gain 
some information as to the normal nitrate figures over different 
age periods in the child. In our ease the permeability was uniform- 
ly so low that it seemed unprofitable to continue the use of the test 
and attention was directed to a study of cerebrospinal fluid and 
blood chloride instead. This latter aspect is discussed more com- 
pletely later. 
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KFFECT OF INCREASING BroMIDE DOSAGE 
It will be observed that some of the figures obtained are lower 
than the ‘‘normals’’ of other workers. When this observation was 
frst made it was decided to see if doubling the bromide dosage 
bia 


(i. e., 0.04 instead of 0.02 g 


n./kilo) would have the effect of raising 
the P-Q since we knew that Walter stated that increasing the bro- 


mide dosage does not affect the P-Q. Accordingly patients 10-18 


inclusive received tw ice the prescribed dosage. Since no definite 


4 


correlation between dosage and P-Q was observed this procedure 


was discontinued in later cases. An examination of the chart 
shows the increased absolute amounts which such a dosage pro- 
duces. The P-Q values are however of the same magnitude as 


those of the remainder of the population studied. In one ease, 
number 18, we were able, on a readimission two months later, to 


retest the P-Q using the regulation dosage. The second P-Q was 
2.79 as compared with an initial figure of 2.17. The blood bromide 
with single dosage was 54.84 as compared with 126.58 for double 
while the corresponding figures for the spinal fluid were 19.42 as 


compared with 58.13. It will be observed that the cerebrospinal 


fluid bromide did not rise upon doubling the dosage as much as 


did the blood bromide. According to this single case it would ap- 
pear that increasing the dosage would tend to have the effect of 
apparently inereasing the barrier resistance or rather, that the re- 


sistance of the barrier to bromide is not a purely percentile rela- 


( N 2—|] l 
Sodium Bromide 
iH Mgs. per 100 ¢. ¢ Bromide 
Number Date withdrawa Serut C.S. F. P. Q. 
78876 1-28-37 ( 4.54 19.15 2.63 
7-19-37 l | 60.24 20.57 2.92 
79789 5-10-37 l 126.58 8.13 2.17 
7-19-37 12.35 04.34 19.42 2.79 
80685 5-26-37 17.16 18.31 2.57 
7-28-37 9:35 a.m. 112.99 48.35 y AWS FS 3 
78567 1-28-37 : 129.90 41.6 d.12 
8-2 7 10:30 a.m. 65.27 24.85 2.62 


Double dosage of bromids 
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tionship but increases in geometric rather than arithmetic ratios in 
proportion to the amount of bromide used. However, we are in- 
clined to look upon the result in a different light. In retesting 
three other cases (see Chart 2) we found the P-Q to remain ap- 
proximately the same in two and to be lowered in one. Since 2.17 
is rather a low figure we are inclined to regard it as less reliable 
than the second test and feel that very likely there is no effect upon 
the P-Q produced by doubling the bromide dosage. Doubling the 
bromide dosage has a practical advantage in that it renders the 
test more easily read since the reagent solution develops a deeper 
color. 


Kkerect of BLoopy Tarp AND SeRuM HEMOLYSIS UPON THE ACCURACY 


oF Bromipe P-Q DETERMINATION 


Certain of our cerebrospinal test fluids showed minor degrees of 
contamination with blood. In a few eases we also noticed some 
hemolysis in the serum samples. It is conceivable that since the 
concentration of bromide in the blood is two to three times greater 
than that in the cerebrospinal fluid, a bloody tap might have the 
effect of raising the cerebrospinal fluid bromide content and con- 
sequently lower the P-Q computation. However, comparison of 
clear and moderately bloody samples from the same patient failed 
to give significant differences and it can be safely assumed that 
any reasonable degree of blood tinging will not throw off the test. 

In order to test the effect of hemolysis, 50 mg. of sodium bro- 
mide were added to each of two 100 ¢.c. blood serum samples, the 
one of which was clear and the other grossly hemolyzed. Dupli- 
cate analysis of the clear serum gave figures of 50.00 and 49.70 
mg. NaBr/100 e.c. and of the hemolyzed serum gave figures 50.45 
and 50.55 mg. NaBr/100 ¢.c. We may therefore feel that no signi- 
ficant interference is to be expected from any reasonable degree 
of hemolysis of the blood serum, 


RactaL INFLUENCE UPON BROMIDE PERMEABILITY 


The large percentage of low P-Q’s which we obtained in our 
series caused us considerable concern. Laboring under the illu- 
sion that we were astride some technical difficulty we took various 
means to purge our technique of imaginary errors. Dr. Czarski 
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of Dr. Katzenelbogen’s laboratory at the Phipps Institute kindly 
ran some parallel samples for us and checked our gold chloride 
reagents. The procedure adapted was as follows: 

To 350 eubie centimeters of pooled cerebrospinal fluid ob- 
tained from patients who had received no medication containing 
bromide, 25 mgm. of sodium bromide were added, The specimen 
was placed on ice for about three days and then divided into three 
samples. One of these was sent for analysis to Professor Katz- 
enelbogen who was at that time still at Johns Hopkins, a second 
was forwarded to the Central Scientific Laboratories for photo- 
electric analysis and a third was placed at room temperature for 
a period approximating the time the specimen forwarded to Johns 
Hopkins would be in transit. At the end of this time the bromide 
content was determined by the same technique as was used upon 
the spinal fluids mentioned above. Samples of our gold chloride 
reagent were also sent to Professor Katzenelbogen. Our deter- 
mination resulted in recovery of 24.95 mgm. per 50 ¢.e. of sodium 
bromide or an error of 0.2 of one per cent. Doctor Czarski, who 
ran the specimen sent to Baltimore, wrote as follows: 

‘‘With the procedure deseribed in Dr. Katzenelbogen’s book the 
following bromide concentrations were found in the sample of 
C.S.F. : 

A. Using our gold solution, 55.3 mgm. per 100 e.e. 

B. Using your gold solution, 55.5 mgm. per 100 ¢.e. 

‘“‘The C.S.F. was also tested by a procedure based on the modi- 
fication referred to in Katzenelbogen’s book (Proe. Soe. Exper. 


Biol. & Med. 32:136, 1934). In this test the precipitation of pro- 
teins and the development of the color reaction was identical with 
the above procedure. The only difference being in the standard 


which consisted of 50 mgm. NaBr per 100 ¢.c. of 0.6 NaCl and 
was treated in the same maner as the C.S.F. 

The results obtained with this procedure were: 

A. Using our gold solution, 49.8 mgm. per 100 e.e. 

B. Using your gold solution, 50.2 mgm. per 100 e.e. 

From the results obtained, it is obvious that the two gold solu- 
tions are the same.”’ 

Dr. Czarski then concluded that we had added NaBr to the cere- 
brospinal fluid to the amount of 50 mgm. per 100 ¢.¢., which was 
correct (25 mem. having been added to 50 @.e.), 

In examining Dr. Czarski’s figures and our own it is apparent 
that there is a difference of 5.6 mgm. between his first figure and 
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ours (which were obtained by the same technique as was his first 
series). This 10 per cent difference is certainly considerable but 
could not have accounted for our low P-Q’s for the following 
reasons: 

(1) The P-Q is the result of dividing the cerebrospinal con- 
centration into the blood concentration. If our spinal fluid figures 


) 


were too low our P-Q’s should have been higher than usual. 

(2) If our spinal fluid and blood figures were both too low but 
altered in proportion then no change should have occurred in the 
P-Q, which is a relative figure. 

(3) The one remaining conclusion is that our blood serum fig- 
ures were too low. (It should be pointed out that the criticism 
of the Walter method is that it recovers too little bromide and 
not too much). 

Dr. Czarski goes on to state: ‘*The procedure described in the 
book will give fairly accurate results when testing samples of 
serum, but not C.S.F.: the standard is so diluted that it will bal- 
ance the apparent loss due to the effect of chlorides present in an 
average sample of seruin. In the Case ot C.8.F.. which is not di- 
luted, the chloride in the filterate is much higher, consequently a 
discrepancy is found.”’ 

Now since the amount of chloride present in the spinal fluid is 
greater than that in the serum the discrepancy which should be 
found should be in the nature of lowering, not raising the cere- 
brospinal fluid bromide figures since the chloride prevents the 
development of gold chloride color. In order for the workers of 
the literature to obtain normal P-Q’s with a spinal fluid bromide 
value higher than ours it would be necessary to have correspond- 
ingly higher serum bromide values. 

In order to cheek our serum values, bromide was added to serum 
in the proportion of 50 mgm. per 100 ¢.c. and determined by the 
usual method. Our recovery result in this case, was 50.5 mgm, 


which fails to show the expected abnormal depression in the serum 
figure which might have accounted for our low P-Q’s. 

There is, therefore, no explanation for our reduced P-Q’s in a 
comparative study of the same materials by two different labora- 
tories (the specimen sent to the Central Scientific Laboratory be- 
‘ame contaminated before testing) since we would have had to 
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get a serum approximately 30 mgm. (assuming that we were mak- 
ing a 12 per cent error on the side of lower spinal fluid figures) 
in order to get P-Q’s which were approximately in the neighbor- 
hood of the cases shown on Table 1. 

The possibility of inaccuracy of the standards had of course 
been early looked into and interlerence from blood hemolysis eould 
be ruled out as stated above by specific investigation. It might, 
of course, have been theoretically expected that hemolysis with 
the liberation of NCL from the cell would tend to enhanee the chlo- 
ride-inhibiting effect but the degree of interference to be expected 
from any moderate degree of hemolysis such as would be normally 
encountered is so slight as to be negligible. 

It was advised by Walter that the spinal fluid tap be done in the 
morning of the sixth day. In running a large series of punctures 
it is impossible to get around the hospital and do lumbar punctures 
under sterile precautions with a great degree of rapidity. Some 
of our cases were perforce punctured fairly late. It now occurred 
to us that this might have explained our variation in P-Q. IL, for 
example, the bromide were eliminated from the serum before com- 
ing out of the cerebrospinal fluid our figures could be explained. 

An adult patient was accordingly prepared with bromide admin- 
istration in the usual way and punctures were done on the sixth 
day at 9 a. m., 2 p. m. and 8:45 p. m., 8 ¢.c. of spinal fluid being 
removed at each rachiocentesis. The results of this procedure are 
embodied in Figure 9, in which it will be perceived that the P-Q 
rose from 2.42 to 2.75 and then to 3.75. A further examination of 
the figure definitely shows that the bromide concentration in the 
cerebrospinal fluid decreases at a more rapid rate than that in the 
blood. It is immediately apparent that delay in drawing our 
fluids should have increased and not decreased our P-Q’s. This 
experiment suggests the necessity of deciding whether the in- 
creased P-Q was due to the amount of fluid withdrawn or to the 
temporal variations in the lumbar puncture. This last question 
is discussed on pages 662-3. With regard to the first it is conceiv- 
able that successive withdrawals of cerebrospinal fluid resulted in 
the replenishing of the subarachnoid space with fluid relatively 
poorer in bromide than that which was originally present and out 
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of proportion to that in the blood. That the ventricular fluid is 
poorer in bromide than the spinal has been previously shown by 
other workers. 

If it is true that the spinal fluid bromide decreases out of pro- 
portion to the blood bromide then, over a lapse of several days 
after the five-day period of bromide administration, the P-Q 
should become gradually elevated. We did not find it necessary to 
perform this experiment since Fremont-Smith, Dailey and Sloan 
(1935) have published a series of figures upon three cases from 
which spinal fluid was drawn at varying periods after stopping the 
bromide intakes. From these figures the P-Q has been computed. 
In each of the three cases the last P-Q’s were higher than the first. 
In Fremont-Smith’s series, however, the elevation of the P-Q was 
not so marked as in our ease. 

In view of the known shift of bromide between formed and un- 
formed elements in the blood it was suspected that our figures 
might have been influenced by minor variations in the length of 
time elapsing between the time of drawing the fluid and running 
the determination. In order to test the validity of this objection 
each of the samples of blood and spinal fluid obtained from the 
case cited above were divided in half and the first half run im- 
mediately after drawing the fluids while the second half was 
stored. At the end of intervals of one day one of the other sam- 
ples was removed from the refrigerator and run. The results 
showed no disparity from the original figures and it is obvious 
that no alteration in the P-Q’s is caused by storing the fluids any 
reasonable length of time. 

It was mentioned above that the color reactions developed by 
amounts of sodium bromide of 30 milligrams and less is extremely 
weak and difficult to match. While this factor could not have been 
responsible for our figure range, it was decided to try to enhance 
the color in some way. We have already seen that doubling the 
dosage of bromide enhances color and while adding a known 
amount of bromide to the unknowns presumably would have the 
same effect it might also introduce an additional source of error 
(by throwing off the chloride correction factor) into the technique 
and was not tried. Adding more gold chloride than the specified 
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amounts might be considered to be a method of intensifying the 
eolor reaction but when this was done no material benefit was 
found to have been derived in the direction of greater ease in read- 
ing the results. 

As was pointed out above, it has been established that the 
amounts of chloride present in the test fluids affects the degree of 
eolor developed by the gold chloride indicated. It was accordingly 
decided to test the P-Q and chloride value simultaneously in sev- 
eral patients. These results are analyzed in Figure 10 and are 
discussed farther along (page 670). 

The idea that our lower P-Q figure series might be related to 
race had several times suggested itself (but had been discarded as 
unlikely) since upon referring to our enlarging series of figures it 
was observed that the low P-Q’s belonged to colored patients 
while the high ones indicated white patients. Two patients con- 
fused us in arriving at this apparently obvious explanation during 
the early work. These were numbers 2 and 12. Number 2 was re- 
tested upon a subsequent admission and gave a P-Q of 2.62 as com- 
pared with an initial test result of 3.12. Upon her first admission 
she occupied the status of a premature infant though we have 
noted above that other workers observe rather low P-Q’s in pre- 
maturity (see page 643). Unfortunately the retest of this case 
was somewhat irregular since the dosage of bromide was peculiar 
and the amount of fluid withdrawn was under the required amount 
necessitating dilution and correction for dilution in running the 
colorimetric determinations. Case 12 we have not been able to 
explain either. Her figures do not bear the characteristics of a 
fortuitous dose of, bromide received just before testing and we 
have not yet had an opportunity to retest her. Another case of 
this type which does not seem to fit in with the general population 
is number 34. Without attempting to correct for any of the above 
vases which do not appear to fit in with the rest of the results, 
but including them, we arrive at the following figures: Only 9 
per cent of white children had a P-Q below 2.9 (70 per cent of col- 
ored children were below this figure), 91 per cent of white children 
and 30 per cent of colored then have values of 2.9 or above. Of 
the white children 37 per cent had a P-Q of 3.0 or above (but only 
1) per cent of the colored) and 75 per cent have one of 3.1 or 
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above (7.5 per cent negroes). In using the words ‘‘colored’’ and 
‘*negro’’ it must be understood that these terms are employed in 
the sense accepted by the southern social system (which was at the 
basis of our hospital admissions) and mean any person having any 
perceptible admixture of colored blood, 
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Figure 1 shows the graphical analysis of these data with regard 
to the racial variable. In this histogram the colored cases are rep- 
resented by horizontal and the white by vertical lines. The first 
interval on the abscissa represents the number of cases having a 
P-Q below 2.9, the second those cases having a P-Q from and in- 
eluding 2.9 to (but not including) 3.0, the third those having values 
from and including 3.0 to (but not including) 3.1, while the last 
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interval represents the cases having a P-Q of 3.1 or above. It will 
be immediately observed that the distribution of white and colored 
cases is strikingly different. The adult negro likewise possesses, 
we have found, this same general distribution of P-Q values but 
since there is nothing to be gained by a recital of adult figures we 
merely observe that all the colored adults so far studied had P-Q’s 
below 3.0. From a study of the figures we are foreed to conclude 
that in studying our data further for the influence of age and sex 
it is necessary to divide the material into two separate groups since 
the combination of all figures would tend to obscure any trend 
which might be found to be present. 
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[INFLUENCE OF SEX upon P-Q 
In analyzing the potency of this factor it is necessary as pointed 
out above to separate the two racial groups studied. A graphical 
analyses of the data obtained is found in Figure 2. The abscissa 
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values should be read in the following manner: Cases having a 
P-Q value of 2.89 or below, cases having a value of 2.9-2.99 inclu- 
sive, those having a P-Q of 3.00-3.09 inclusive, and lastly, cases 
having a P-Q of 3.1 and above. In both races, the male and female 
representative curves run parallel to each other and have similar 
peaks while the racial trend is entirely different. Thus the pre- 
dominance of white cases is in the higher brackets and the colored 
in the lower. Among a given race, however, there is no essential 
difference in the distribution of males and females. The absolute 
height of the curves in each case is of course a function of the 
absolute number of cases involved and since these are not identical 
for the sexes (negroes—9 females, 17 males; whites—14 females, 
10 males) it might be supposed that a percentile grouping would 
be more fruitful. This, however, is not in fact true nor is a reci- 
procal percentile grouping, in which the two races are combined, 
more suggestive. We can only conclude, therefore, that from our 
series of cases no sexual influence upon P-Q can be detected. 
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AGE INFLUENCE 

Figures 3 and 4 show the graphical analyses of the data for age 
(corrected for racial influence). It is significant that in both 
whites and negroes there is a tendency for the P-Q to increase with 
advancing age. It is apparent that this increase is at first quite 
rapid but soon flattens off so that by the eighth year of life there 
is no perceptible change in the P-Q trend. It will further be noted 
that in this diagram there is a more marked tendency for individ- 
ual variation in the early life period than later on. The white and 
colored representative lines, of course, fall into different popula- 
tion groupings but their trend is practically identical. The ab- 
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scissa intervals here should be read, number of cases up to but not 
including 2.0; from (and including) 2.0 to (but excluding) 2.25 and 
so on. We may therefore conclude that the P-Q tendency to in- 
crease with age argues for a decrease in barrier permeability as 


life progresses. 
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THe INFLUENCE OF THE TIME OF LUMBAR PUNCTURE 

Figure 5 shows the graphical analysis of the data by means 
of a scattergram based upon the variable of time of fluid with- 
drawal and corrected for race. The absicssa intervals should be 
read: Cases below a P-Q of 2.0; cases with a P-Q from and in- 
eluding 2.0 to, but excluding 2.25 and so forth. An attempt to 
draw average lines of trend in these cases results in sigmoid curves 
without special significance. There is no apparent correlation, 
therefore, between time of lumbar puncture and P-Q. This seat- 
tergram, however, demonstrates one interesting consideration, vViz., 
the widening of combining two curves with different peaks. Were 


the data here presented not analyzed for race it is apparent that a 
wide base parabolic curve of the binomial frequency type would be 








F. A, METTLER, M. ROBINOW, W. R. BROWN, C. MCK. BURPEE 663 


produced. Analysis into racial components, however, shows that 
two frequency curves of lesser bases and fastigia to either side of 
the main peak have to be drawn. This is interesting sinee the fre 
queney curves for the pathological entities so far studied by the 
bromide P-Q test are of the first ty pe. Such a consideration does 


1 


not necessarily foree the conelusion that such clinical curves are 
composite in type but does give us cause to wonder if they may 
not be of such a nature. 
K = F x (Mt -100) 
CONSTANT - NO. DEGREES OVER {00° X FEBRILE PERIOD 
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Tue Errect or FEVER 

Figure 6 represents the distribution of P-Q’s in patients with 
and without fever. As previously noted our criterion for a febrile 
manifestation was the exhibition of an elevation to 100° F. at any 
time during the day and the term febrile period represents the 
number of days between and including the first and last days of 
any such (or greater) elevation. Ideally a curve correlating the 
effect of fever and P-Q would be a correlation between the total 
amount of fever exhibited (as measured by square area of eleva- 
tion above the 98.6° F. line on any temperature chart). However, 
for practical purposes it is sufficient to group cases into slight, 
moderate and high fever and examine the effect of such a grouping 
upon P-Q. In order to estimate in a gross way the total fever ex- 
hibited we have employed a correlation between height and dura- 
tion of fever as expressed by the equation K =F & (Mt — 100°), 
where K =the time intensity factor, Mt =the febrile fastigium 
in Fahrenheit degrees and F the duration of fever in days. Exam- 
ination of the scattergram embodied in Figure 6 fails to reveal any 
conclusive correlation between degree of temperature elevation and 
P-Q. However, if we correlate afebrile with febrile cases (the in- 
sert shows afebrile cases) there seems to be a slight tendency for 
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febrility to lower the P-Q. The degree of lowering would appear 
to be in the neighborhood of 0.25 of a P-Q unit. A closer analysis 
of this aspect of the data (Figure 7) shows this tendency somewhat 
more plainly. In Figure 7 it is noted that the febrile cases have a 
definitely lower mean than the afebrile cases. In this curve no 
correction has been made for race so it might be assumed that this 
difference in mean is the result of a racial influence. However, the 
direction of racial interference should be, in the case of both 
curves, in the opposite direction of mean shift. Thus the afebrile 
eurve contains 11 negroes and 9 whites. It should be shifted in 
the direction of lowered P-Q if racial interference is the operative 
factor but actually it is shifted in the opposite direction. The 
febrile curve on the other hand contains 11 negroes and 13 whites 
and should be right-shifted if racial interference were operative. 
Actually it is left-shifted. This tends to show not that racial influ- 
ence is responsible but that, in spite of racial influence there ap- 
pears to be a genuine shift in the direction indicated. We there- 
fore conclude that the data would seem to suggest that febrility 
tends to lower the P-Q (increase the barrier permeability). We 
are not in a position to correlate this observation with clinical im- 
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provement in cases during induced hyperpyrexia but merely eal] 
attention to the observed evidence as stated above. 


AFEBRILE INTERVAL AND P-Q 

One factor which might be considered as important in influencing 
the lack of clear correlation between degree of temperature and 
P-@ is the lapse of time between febrile manifestation and testing, 
If this influence were operative (knowing that febrile reaction 
tends to lower the P-Q) we should expect the P-Q of cases with 
the greatest afebrile interval to be higher than those with shorter 
intervals when the data are corrected for degree of febrile reae- 
tion. However, it is obvious that the abscissa distribution is the 
same in both degree of febrile reaction and afebrile interval (See 
Fig. 8) seattergrams and that for practical purposes such a cor- 
rection is unnecessary unless the afebrile period scattergram 
showed a definite trend in the expected direction. However, this 
does not occur so we cannot explain the lack of clear correlation 
between degree of febrile reaction and P-Q as due to time lapse. 


ConsTANcy OF INpivipuaL P-Q 

Several of the cases originally tested have reappeared in the 
hospital since their initial test. Of these it was found convenient 
to retest only four. Case 78567 had a peculiar initial test (as was 
noted on page 657) and unfortunately the retest of the case was 
also irregular. The dosage used was several times spewed out 
and had to be administered more or less by estimation. To further 
complicate matters the amount of fluid obtained was somewhat 
under the required figure and so was diluted and a correction fae- 
tor made for the dilution. This is one of those perverse cases 
which occasionally but nevertheless persistently arise to the infinite 
petty annoyance of every clinical investigator and which, for the 
sake of accuracy and totality, must be included. 

Of the three other cases 79789 had an initial test of 2.17 and a 
second test of 2.79, T8876 had an initial test of 2.63 and a second 
test of 2.92, while 80685 tested 2.53 as against an initial test of 
2.57. The result on case 79789 would appear to show that a con- 


siderable degree of variation may be expected upon retesting a 
given individual. However, it is too early to form any conclusive 
judgment on this point which needs further investigation. 








F. A. METTLER, M. ROBINO .. BROWN, C. MCK, BURPEI 667 
Be- PQ 
° * . . oO . . . . . . 
os ~sS Uw BD N re.) oO o = a & ‘~S w o N & 
ete t © 1 tT TT Try Tt tT TT 1 
aah Mo. Naa /100c.c. BODY FLUID 
> $8 $ 6 $ 8 8 8B 
|= co ' ra T T O T T 
T°} <—O—> a 
a4 o- > N 
pe a4 no 
z > “ 
: ian —s o 
ms z 
a 
=? r 
—"] — p 
€ 
a Oo 
ual = 
sy "I 
eo — a 
+ lo | rh 
z ™ 
Z | o 
— OF 
ont 4 
® © 
a m Q 
yp 1 ° 
z 3 ‘ 
~ oj o 
© 
or “4 " 
.=) 
ont on j LQ 
‘= = d 
i \ = we 7 Bun ™ a 
_ \ 
D * 
so 
we 
oj 
oe 
ws) i it | ] | 1 l | | L l l I 





























668 THE BLOOD-CEREBROSPINAL FLUID BARRIER OF NORMAL CHILDREN 


Krrect OF MULTIPLE PUNCTURES 

In order to test the effect of repeated puncture upon the same 
individual an adult negro admitted on an obscure complaint of heat 
stroke with a temperature of 103° F. was subjected to the admin- 
istration of sodium bromide according to the usual procedure. This 
patient’s temperature fell to normal the day after admission and 
10 afebrile days were allowed to elapse before testing. He was 29 
years old, weighed 145 pounds and had a four plus Wassermann 
reaction, At 8:35 a.m. on the sixth day after beginning the admin- 
istration of bromide, 10 ¢.c. of spinal fluid were removed. This was 
divided into two portions. One was run immediately (9 a. m.) 
and the other was run exactly 24 hours later. Both tested 2.42. 
At 1:35 p. m. a second 10 ¢.c. sample was withdrawn and divided 
into two samples, one of which was run immediately (2 p. m.) and 
the other was run exactly 48 hours later. Both tested 2.75. At 8:35 
p. m. a third 10 ¢.c. sample was withdrawn and divided into two 
portions, one being run immediately (8:45 p. m.) and one exactly 
72 hours later. Both tested 3.75. These results show, in the first 
place, that the lapse of any reasonable length of time between pune- 
tures and chemical determination has no effect upon the results 
obtained and, in the second place, that the withdrawal of large 
amounts of fluid from the lumbar cisterna tends to affect the P-Q 
readings. The mechanism of this effect is shown in Figure 9. It 
is here seen that although the serum bromide falls off, the cere- 
brospinal fluid bromide is reduced much more rapidly than that in 
the serum. This seems to indicate to us that the effect, rather 
than being due to blood-stream depletion, was due to reduction in 
the amount of bromide in the cerebrospinal fluid. Since we know 
that the ventricular fluid is weaker in bromide than that in the 
lumbar cisterna the obvious explanation appears to be due to dilu- 
tion of the lumbar fluid by relatively weaker ventricular fluid. 


3LOOD-CEREBROSPINAL—CHLORIDE RELATIONSHIP 


According to Katzenelbogen (his page 346) there is a decrease 
in the P-Q with decreased amounts of sodium chloride present in 
the cerebrospinal fluid. Since the bromide determination is sub- 
ject to variations correlated with the amounts of chloride present 
in the body fluids tested it was considered advantageous by us in 
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our later cases, to compute the absolute amount of chloride present. 
This is expressed as sodium chloride in the master chart (Chart 1). 
The determination of chloride in the same body fluid sample has 
several practical difficulties. In order for the bromide and chloride 
figures to be comparable the same fluid must be used for both 
bromide and chloride determination. In such a case each halide 
is bound to interfere with the determination of the other. Practi- 
eally, if the technical difficulties are to be reduced to the level of 
average clinical laboratory equipment, skill and time expenditure, 
the chloride determination should be no more complex than the 
bromide estimation. A technique so relatively simple is not to be 
had unless one is used by which total halogen content is first de- 
termined and then this figure is corrected by subtracting the bro- 
mide present to arrive at the chloride figure. The modified open 
Carius chloride technique of Van Slyke and Sendroy was em- 
ployed for total halogen determination in this case. In order to 
arrive at the amount of chloride present the bromide estimate 
must be subtracted trom this total halide figure. Since the bromide 
determination already contains the factor of error dependent upon 
‘hloride interference the resultant chloride figure is slightly in- 
correct and the method is theoretically imperfect. 

The total halogen determination itself is accurate and can easily 
be checked by addition of known amounts of bromide and chloride 
to the body fluids under test. By making a correction, on a mole- 
cular basis for the known amount of bromide present, the correct 
chloride figure is obtained. In the reaction each mgm. of sodium 
bromide reacts as if it were 0.5679 mgm. of sodium chloride. If 
the obtained bromide value is multiplied by this figure and the 
product subtracted from the total halogen value then the resultant 
figure reflects the actual amount of chloride present with a degree 
of accuracy inversely proportional to the error embodied in the 
bromide figure. It has been categorically assumed that any other 
halides which may have been present were at such a degree of in- 
‘initestimal reduction as to be negligible. The degree of theoretic 
error in the chloride figures given is small. The normal variation 


yf 
1 


sodiuin chloride present in blood serum and spinal fluid is from 
30-100 mgin. The total bromide per 100 ¢.c. of fluid is in the 
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neighborhood of 35 sodium chloride milligram equivalents and the 
error in this figure, in proportion to the total halide content, is so 
small that it may be practically disregarded as being more im- 
portant in introducing error into the estimated chloride figure, than 
actual errors in practical determination. If marked variations in 
chloride content were present they would certainly appear in spite 
of our small technical error. 


CorRELATION BETWEEN THE P-Q AND Spina FLum CHLORIDE 

As has been mentioned above, Katzenelbogen pointed out that 
as the spinal fluid chloride rises there is a tendency for the bro- 
mide P-Q to rise. One might expect that this would be a func- 
tion of the test since the more chloride there was in the cerebro- 
spinal fluid the more interference with the bromide determination 
and consequently the lower the color intensity developed in the 
tested sample. This would be interpreted in terms of low spinal 
fluid bromide and the P-Q would consequently be raised. However, 
chloride interferes with bromide in another way quite apart 
from chemical intervention in the test. It is well known from a 
physiological standpoint that chloride tends to displace bromide 
from the body economy and an increase in cerebrospinal fluid 
chloride very probably tends to displace bromide from the fluid. 
The first consideration we shall undertake, however, is whether 
our own data support Katzenelbogen’s observations (which were 
conducted upon abnormal patients). The gross data concerning 
the chlorides appear in the master chart. 

Figure 10 shows an analysis for these data with regard to the 
correlation between bromide P-Q and the chloride content of cere- 
brospinal fluid and also serum. It will be noticed that the amount 
of chloride in the cerebrospinal fluid of the negro cases is, in gen- 
eral, lower than that of the white. The same thing, but to a lesser 
degree, seems to hold true for the blood chloride. The spinal fluid 
chloride values in the white le predominantly between 740-780 
mg./100 ¢.c. and in the negro between 700-740 mg./100 e.c. The 
white’s blood chloride figure varied predominantly from 540-640 
mg./100 ¢.c. while that of the negro chiefly varied between 520-640 
mg./100 ¢.c. Since the negro cases have lower bromide P-Q’s and 


lower cerebrospinal fluid chloride figures and since a reverse rela- 
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tionship obtains for the white it would appear that Katzenel- 
bogen’s contention concerning the relationship between the two is 
well founded. However, when we examine the figures within each 
particular race we do not find any marked correlation between cere- 
brospinal fluid chloride and bromide P-Q. Thus there are 5 white 
cases with a cerebrospinal fluid chloride of about 750 mg./100 e.e. 
Instead of the bromide P-Q’s being relatively constant for these 
eases they vary from 3.1-3.4. We have not been able to arrive at 
any far reaching conclusion from this analysis although the above 
observations were apparent enough. It is possibly true that a 
larger series of cases would have more easily demonstrated the 
same trend within the races which we see in comparing them. 
We have now to consider whether the fact that high P-Q’s are 
associated with high cerebrospinal fluid chloride values does not 
show that high bromide P-Q values are actually a reflection of high 
cerebrospinal fluid chloride concentration. Katzenelbogen, how- 
ever, found a class of patients (epileptic) which showed variations 
in the opposite direction. None of the data presented above can 
be used to answer the question at hand since all our tested eases 
received bromide. In summary we may say then that reference 





© WHITE 
O95F e NEGRO 7 
e 
0.90}- 7 
025 e e . 4 

C °o °o 

Gogo © ° ‘. . j 

vs ° ° . * : 

0 075r - , 
aro et ° J 
0.6 7 

° 











25 26 27 28 29 30 34 32 33 alg ath 3 3:7 
Br - D-Q 


Fig. 11 











F, A, METTLER, M. ROBINOW, W. R. BROWN, C. MCK. BURPEE 673 


to the data for serum chlorides in Figure 10 seems to show that, 
for the negro at least, and possibly for the white, a correlative 
relationship between bromide P-Q and serum chloride obtains (1.e., 
the higher the serum chloride, the higher the bromide P-Q). 

One would suppose, if the height of the bromide P-Q is largely 
a result of an elevation of cerebrospinal fluid chloride, that an in- 
verse relationship should exist between bromide and chloride P-Q’s 
(since the increase of cerebrospinal fluid chloride would tend to 
lower the chloride P-Q and we know that it appears to be associa- 
ted with a rise in the bromide P-Q). When, however, the bromide 
and chloride P-Q’s are compared, we do not find (Figure 11) such 
a relationship. In certain respects (the negro cases) a direct re- 
lationship is suggested. We can only conclude from this that 
either the bromide P-Q is not very directly related to the cerebro- 
spinal fluid chloride concentration or, as seems more likely, that 
an elevated cerebrospinal fluid chloride is.associated with a blood 
chloride alteration of such a type as to prevent an inverse rela- 
tionship from becoming apparent. Analysis of the serum chloride 
—cerebrospinal fluid chloride relationship in the presence of bro- 
mide reveals it to be in the neighborhood of 100 + 4/129 + 4. This 
figure is essentially the same as that given in the literature and 
which we have found for the relationship in the absence of bro- 
mide medication so that apparently interference from bromide 
cannot be used to explain the correlation between bromide P-Q and 
cerebrospinal fluid chloride concentration. If this be true we 
should expect the lower chloride values of the negroes to be a 
normal and natural phenomenon. However, actual tests made 
with the view of comparing the chloride concentration of the blood 
of the two races in the absence of bromide medication failed to 
demonstrate any significant difference. Our average figures for 
negro children in terms of chloride milliequivalents per liter are 
102.7 (364.17 mgm. Cl per 100 ¢.c.) and for whites 102.0 milliequi- 
valents per liter (361.69 mgm. Cl per 100 e.c.). Sinee in the lack 
of bromide medication the chloride relationship between blood and 
cerebrospinal fluid are fairly constant in the normal individual 
there is no reason to suppose that the negro possesses a substanti- 
ally different cerebrospinal fluid chloride figure from that of the 
white. There remain just two possibilities: Either that the differ- 
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ence in bromide P-Q in the two races is unrelated to chloride bal- 
ance, or that the white and negro react differently to the two halo- 
gen ions concerned, namely that chloride in the negro is more 
easily displaced by bromide than it is in the white. Examination 
of Chart 1, however, shows that the concentration of bromide in 
the white (in both fluids) is generally higher than in the negro so 
that we may discard the latter possibility. 

Returning now to the correlation between bromide P-Q and 
chloride P-Q in general, Figure 11 fails to show a clear cut relation- 
ship. As a consequence it is necessary for us to examine the chlo- 
ride P-Q with reference to the positive correlations existing be- 
tween the bromide P-Q and the variables of race, age and febrile 
reaction. When this is done no correlations for chloride P-Q are 
found. 
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We may therefore conclude from the chloride determination 
that no correlation between chloride P-Q and any of the studied 
variables exists except that there appears to be a relationship be- 
tween not only spinal fluid chloride and bromide P-Q but also 


between blood serum chloride and bromide P-Q. Further the re- 


lationship between the chlorides of the two fluids for this race is 


| 


he white (see Figure 12) and lastly 
a comparison of blood serum chloride figures for the two races as 


practically the same as that for 


determined electrometrically by ourselves shows no average dif- 
ferences nor significant distribution groupings. The average fig- 
ures which we obtained for the negro were 102.7 m. eq./L and 
364.17 mgm./100 ¢.c. and for the white 102.0 m. eq./L and 361.69 
mgm./100 ¢e.c. <All the cases tested in this comparison were of the 
same age (six weeks). 


RELATIONSHIP OF THE FoREGOING FINDINGS TO ABNORMAL CASES 

It is obvious from a consideration of the preceding that since 
the normal figures taken for children must be reevaluated before 
we can arrive at an estimation of what an abnormal finding is, we 
must know the race, age and previous febrile condition of the child 
in question. Several definitely abnormal (from the clinical neuro- 
logic standpoint) children were investigated with these considera- 
tions in mind. In some of them the bromide P-Q was definitely 
out of normal bounds. In a few no deviation was encountered. 

We may, however, mention certain apparently significant find- 
ings. Ina study of 60 mentally deficient children it was observed 
that of 32 mongoloids the age increase tendency (of the P-Q) up 
to 10 years was preserved although the group as a whole fell within 
the lower P-Q brackets. In the remainder (which were chiefly 
epileptics) the age increase tendency did not appear and in fact 
the quotients tended to decrease with age. Attempts to correlate 
Br. P-Q and LQ. were unfruitful. (Mettler, 1939). 


PERMEABILITY QuOTIENT AS DeTERMINED BY ELECTRICAL TITRATION 


In order to place a further check upon the main finding of the 
research as outlined above, and also to evaluate the practicability 
of the method in general, it was decided to employ electrometric 
titration for the determination of the bromides, 
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There are two inherent difficulties in the electrometrie method, 
which we have attempted to surmount. First, as Kolthoff and 
Furman (1926) pointed out, the concentrations of bromide and 
chloride in the presence of each other must be of approximately 
the same order of magnitude, since the difference in their solubility 
products is not great. Second, the amount of AgNO, necessary to 
completely precipitate the bromide will be slightly greater in the 
presence of chloride, since the silver chloride will begin to form 
before the bromide end-point is reached (Iastings and Van Dyke, 
1931). 

The first of these difficulties may be solved by (a) preliminary 
removal of chloride, or (b) the addition of bromide ions. We 
chose the latter as the lesser of two evils. The extent of the see- 
ond difficulty may be determined by a series of control experiments, 
These were run and the degree of chloride interference was 
measured, 

The general procedure of the titration was essentially that de- 
scribed by Hastings and Van Dyke (loe. cit.). Five ¢.c. of serum 
filtrate were placed in a 250 ec. beaker, 5 e@.c. M/100 KBr 
added, diluted to about 50 ¢.c. and about 2.5 gm. Ba (NQO,), 
were added. A silver electrode coated with AgBr was introduced 
and the solution was connected to a saturated calomel-KCl elec- 
trode by means of a KNQO,-agar bridge. Readings were made on 
an L and N potentiometer. The solution was titrated with M/100 
AgNO, and the maximum jump in potential (4 F—) was taken as 
the end point. 





The spinal fluid was titrated in an identical fashion except that 
1 e.e. of undiluted spinal fluid was used. Some of these titrations 
were checked by titration in the presence of 5 per cent H.SO, in- 
stead of Ba (NO,).. This solution was below the isoelectric point 
of the proteins, and since there was no essential difference in the 
titration values, it was assumed that the small amount of protein 
present did not interfere to any practical extent. 


The control experiments showed that in titrating the serum fil- 
trate the amount of AgNO, used averaged about 3.7 per cent too 
high. In the case of the spinal fluid, this figure was 3.56 per cent. 
All the figures given in Table 3 have been corrected by the use of 











F. A, METTLER, M. ROBINOW, W. R. BROWN, C. MCK. BURPEE 677 


these figures. The total halogen (CL—) (Br—) of both serum 
and spinal fluid by electrometric titration agrees favorably with 
the figure obtained on the same sample by the Whitehorn method. 
The unselected P-Q values obtained by this method agree favor- 
ably with those obtained by the gold chloride method (loe. cit.). 


TABLE 3. THE PERMEABILITY QUOTII DETERMINED ELECTROMETRICALLY 
WHITE (corrected values) COLORED (corrected values) 
Agein Blood BR Spinal fid Agein Blood BR Spinal fid 

No months mg percent mg per ¢ Q nonth mg percent mg per cent P-Q 
1. 5 46.35 16.00 89 69.93 20.90 s.o4 
2. 2 135.86 39.40 45 4 55.94 18.40 3.04 
a 12 47.95 16.20 1G 14 71.10 25.40 2.80 
4. 18 93.70 30.60 6 2 54.35 17.40 3.12 
5. 5 89.45 28.45 69.60 25.40 2.74 
6. 10 83.50 25.60 26 7 70.40 24.10 2.92 
7 15 94.70 30.40 3.12 10 86.90 27.40 3.17 
8. } 87.60 27.90 3.14 Li, 79.40 27.00 2.93 
9. 8 92.10 29.40 3.13 D 90.80 31.30 2.90 
10. } 104.30 30.80 }.09 2 85.40 29.10 2.93 
A. 12 87.40 27.60 3.16 214 98.90 34.70 2.84 
12. 8 92.70 29.50 14 5 102.40 34.00 3.02 

Average 3.12 Average 2.98 








SUMMARY 
From our study we are led to believe that the relationship be- 
tween the amount of bromide in the spinal fluid and blood serum 
is fairly constant in normal children of a given racial and age 
group. There is, however, a definite difference between the ‘‘nor- 
mal’’ P-Q as we have found it, for white and colored children. 
Whether this finding has any relationship with the generally held 
impression that the reticuloendothelial system of the negro be- 
haves somewhat differently 


vy from that of the white we are not 
prepared to say. 


Controlled studies on the ease with which ne- 
groes develop jaundice and an icteric cerebrospinal fluid are 
needed. Sex, small temporal variation in the time of fluid with- 
drawal, and moderate variation in the time elapsing between lum- 
bar puncture and chemical determination and moderate hemolytic 
contamination of serum or the presence of small amounts of un- 
hemolyzed blood in the cerebrospinal fluid, exert an effect upon the 
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P-Q. Age exerts a variable influence upon the P-Q, being more 
marked during the first five years of life than afterward. This 
influence is exerted in the direction of an increase in P-Q with ad- 
vancing age. The amount of fluid withdrawn exerts a definite 
effect upon the P-Q. As the fluid approaches more nearly the 
ventricular type the P-Q is elevated more and more. Febrility ap- 
pears to lower the P-Q somewhat. If these fundamental observa- 
tions are real and not apparent it is a matter of small concern 
whether other techniques agree with the gold chloride method. 

Regardless of what actual chemical equilibria are tested by the 
method it behaves reliably enough on the normal to achieve the 
dignity of serious consideration. Electrometric control tests made 
by ourselves are in essential agreement with the above facts. It 
remains to be shown what clinical correlations, if any, ean be at- 
tached to the behavior of the test. The most significant finding 
which we have encountered is, among epileptics, an inversion of 
the normal age increase tendency (of the P-Q). Such a finding is 
in good accord with the known vascular (secondary) pathology of 
the convulsive state. As far as the test itself is concerned it is 
the constancy in the normal and deviation from this constancy 
in the abnormal which is really the significant observation regard- 
less of what is tested by the method, since it is imperetive that 
definite physiologic laws must be operative in the maintenance of 
such constancy and interference with these physiologic processes 
must be responsible for any variation in constancy observed. 

The child should primarily hold our interest in the investiga- 
tion of this problem for two important reasons. In the first place 
no adequate series of figures has heretofore been available for 
the bromide P-Q of the normal child. (Studies by Weiss, Model 
and Turetezky and by Weiss and Smuglova were made upon the 
barrier in children but not with regard to bromide P-Q. Kruse 
investigated the barrier in normal children but restricted his study 
to a very young age group). In the second place, since most psy- 
chotic processes have their roots in childhood and adolesence this 
period may be considered to yield much more fruitful information 
than a study of old burnt-out cases in which etiologic factors may 
no longer be operative or may be complicated by secondary inci- 
dental factors. 
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CONCLUSIONS 

1. The ‘normal’? bromide P-Q for white children les between 
8 0-3.3. 

2, After the second year of age there are among white chuil- 
dren fewer Y ()’s helow Se | than above it. 

3. The ‘normal’? bromide P-Q for negro children (and adults 
as well) presents a different abscissa distribution from that for the 
white. 


4. The P-Q of the negro child lies between 2.5-3.0 


). After the second year of age there are fewer P-Q’s among 
negro children below 2.6 than between 2.6-3.0. 

6. Very young children have P-Q’s somewhat below the normal 
‘‘low’’ figures for all age groups of their particular race. 

7. Febrility tends to lower the bromide P-Q independently of 
any correlation with changes in body fluid chloride content. 

8. Miuinor variations in time of fluid withdrawal, bloody contam- 
ination of the spinal fluid, or hemolysis of serum exert no percep- 
tible effect upon the accuracy of the determination. 

9, There is no perceptible difference between the chloride P-Q’s 
of negroes and whites. 

10. Withdrawal of suecessive samples of cerebrospinal fluid 
from the lumbar cisterna results in a decided but gradual rise of 
the bromide P-Q figure. 

ll. Among epileptics there is a tendency for the P-Q to de- 
crease rather than increase (as is the case in normal individuals) 
with age. 
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HUMOR AND HYPOMANIA“ 


By ISADOR H. CORIAT, M. D. 


It is not the purpose of this communication to discuss the dyna- 
mie and structural relationships of humor and hypomania in gen- 
eral, as these have already been interpreted in the ample litera- 
ture on the subject, but rather to investigate one particular aspect 
of this relationship, namely the transient hypomania observed in 
the positive transference situation during an analysis. This 
transient hypomania with its jokes, humor, facetiousness, prolixity 
and, at tines, almost a flight of ideas, bears a certain relationship 
toa relaxation of the severity of the superego which makes hypo 
manic reactions possible. This mechanism has been utilized to in- 
terpret both humor in general and the hypomanic states. Thus 
the principal features of this transference hypomania, as it ap- 
pears during an analysis, are stamped with the characteristics of 
hypomania and of humor in its current meaning. 

Such a discussion also sheds some light on the functions of the 
superego and on the dynamics of both humor and hypomanie re- 
actions. These latter reactions were observed as transitory trans- 
ference phenomena, not only in various psychoneuroses, but also 
in various character types (schizoid, cyclothymic, compulsive). It 
was felt that to give a general summary of the material as it de- 
veloped in various cases under analysis might be more illuminating 
than the exact clinical details of case histories. 

There exist certain relationships between humor and _ hypo- 
mania from the standpoint of analytic psychiatry. Even deserip- 
tive psychiatry has emphasized these relationships without, how- 
ever, attempting to reconstruct either their mechanism or the inner 
emotional processes involved in the objective reactions. Kraepe- 
lin', for instance, states that in hypomania witty remarks, puns, 
startling comparisons and sometimes a flight of ideas are pro- 
duced. Kretschmer*® asserts: ‘*We find humor especially in the 
middle region of the eyeloid temperaments, where the capacity for 
laughter from the hypomanic side, and the depth of feeling from 
the depressive, come together here in a successful mixture.’ 


*Based on a paper read before the American Psychoanalytic Association, Boston, Mass., Decem 
ber, 1935. 
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However, in the rare cases in which hypomania has been ana- 


lyzed and its components reconstructed, either as isolated attacks 
in the cycle of depression-exaltation or as manic flurries during 
the course of an analysis, it has been found that it has many 
features analogous to humor. 

From the descriptive level humor has been defined as a complex 
situation which combines an element of the comic and a sympa- 
thetic appeal. In Freud’s earlier work on wit (1905), humor was 
considered from only one aspect: as a means to gain pleasure de- 
spite the painful affects which disturb it, origimating through an 
economized expenditure of affect. Finally, from the topographic- 
dynamie standpoint (i928) it was interpreted as a sudden hyper- 
eathexis of the superego which alters the reactions of the ego. In 
order to understand both humor and hypomania, they should be 
interpreted from their metapsychological aspects, namely, through 
an analysis of the functions of the superego and as a displacement 
of cathexis. 

In the humor of the manic states, Freud® has pointed out that 
the manic plainly shows that his ego has become free from the 
object by which his suffering was caused, and has surmounted the 
loss of the object, seeking new object ecathexes. Jlowever, ‘‘ Mourn- 
ing and Melancholia’’ was written in 1917, before the concept of 
the superego had been developed, so that superego must now be 
substituted for ego to indicate more clearly the economic, dynamic 
and topographical aspects of the mechanism. Freud* was there- 
fore later able to reconstruct the deeper mechanisms of humor and 
show that it signifies not only the triumph of narcissisin and of 
the pleasure-principle, but also the victory of the invulnerability 
of the ego. A dynamic explanation of the humorous attitude is 
that the subject removes the accent from his ego and transfers it 
to his superego. As interpreted by Freud, ‘‘to the superego thus 
inflated, the ego can appear tiny and all its interests trivial.’’ The 
superego attempts to comfort the ego by humor and thus protect 
it from suffering. Abraham’ has expressed a somewhat similar 
viewpoint on the relationship of humor and hypomania, to the 
effect that the manic patient has thrown off the voke of his super- 
ego, Consequently it no longer assumes a critical attitude towards 


the ego but has become merged in it. Primitive mourning cere- 
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monials may also be followed by undisguised pleasure in the form 


of a festival of liberation. Those rites can be termed a socialized 

or cultural manic-depressive reaction, the period of grief termi- 

nating through a repetition of the original sin in a new [form.° 
Brill’ has reported a transitory hypomania which interrupted 


a eoOlMpu 


sion neurosis. In amore recent paper Lewin‘ has pointed 
out that a new ‘Shypomanic’’ ego may result from the fusion of 


the ego and the superego and that this new ego is a purified pleas- 


ure ego which introjects the sources of pleasure and ejects the 


sources of pain by denying it. Winterstein® draws an analogy be 
tween the displacement of affective charges which occur within the 
mental apparatus during the humorous attitude and the alterna 
tion of the depressive and manie states, thus emphasizing the simi. 
larity between the humorist and the manic-depressive reaction 
ype. Both of these show a strong fixation on the oral stage of 
libido development. The superego reactions ot the humorist and 
of the manic or hypomanie are thus seen to be identical. In Doo 


+] 


ley’s'° connnunication, the analytic productions showed nearly all 
the characteristics of the humorous attitude and of a humorous 
ersonality. They emerged only when the patient was dealing with 
] 
' 


ledipus wishes and disappointments, and with the closely con- 


nected castration. It was all related to a renunciation of the fe 
male superego of the patient. The material reported in this case 
is analogous to the subject of this paper. Melanie Klein” has ob- 
served in the analysis of children, that when their superego be- 


comes less harsh, they develop a sense of humor. 


Alexander’ has shown how the sadistic orgies of the superego 
may be followed by a phase of manic release when the superego 


+ 


(Vraniy is deposed, thus allowing t] 


he id tendencies to express 
themselves unhindered. So it can be seen that the difference be- 


—— ee : . swe. 1: . 4} Fe 
een depression and mania les in the | 


inctions of the superego: 
in the depressions, the superego is excessively severe; in mania 
the superego assumes a more kindly attitude towards the ego. This 
‘hange in superego reactions becomes, therefore, the dynamie 
loree in manic-depressive reactions, an analogy of the two phases 
which had already been indieated in clinical psychiatry. As in 
primitive rites, the manie patient has triumphed over the original 
mourning of his depression. Thus both humor and mania have 
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the same libidinal outbursts; the manic, like the humorist, displays 
in his reactions the euphoria of oral gratification. Humor is, 
therefore, more of a mood or an emotion, in contradistinction to 
wit which is essentially a form of intellectual play. 

In the clinical analytic material on which this communication is 
based (neurotic character type, anxiety, hysteria, obsessional neu- 
rosis) it was observed that the transitory hypomania occurred only 
during the phase of a positive transference. During this phase of 
what may be termed a hypomanic flurry, there were a sense of 
humor, laughing, giggling, witty remarks, occasional punning, 
euphoria, and at times pessimism changed to optimism, activity 
was increased and the free associations assumed the characteristics 
of a moderately intense flight of ideas. During the progress of the 
analysis, there developed a relaxation of a formerly strict super- 
ego; it was this release which produced the hypomanie features. 
In fact, it was observed that the sense of humor is dependent upon 
the relative stringency of the superego. ‘Therefore the strongly 
repressed or the compulsive character types possess very little or 
no sense of humor. 

The analysis so modifies the superego pattern that this release 
produces not only a sense of humor, but also the hypomanic reac- 
tion. The humor and hypomania may also be sort of a reaction- 
formation to protect the ego from suffering during the analysis 
of the Oedipus complex, the incestuous fantasies and the castration 
anxiety. Sometimes this hypomanic reaction is accompanied by 
almost automatic or compulsive laughter. 

Further, the two phases of the manic-depressive reaction may be 
observed during an analysis: the negative transference with its in- 
hibition and poverty of thought as a pattern of the depressed 
phase; the positive transference, with its pressure of thought and 
productions and flight of ideas, resembling a hypomanic episode. 


These analytic experiences therefore, not only help one to under- 
stand the nature of humor, but, what is more important, they are 
of value for a dynamic reconstruction of the manic phase in the 
course of a manic-depressive reaction. 

In the analytic material, several points can be indicated which 
merit discussion and interpretation. It will be noted that the hu- 
morous hypomanic attitude developed as a transitory transference 
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phenomenon when the severity of the superego had become relaxed. 
The introjected parental attitude which formed the nucleus of the 
superego had undergone a change. In the analytic situation this 
change consisted of a displacement of affect initiated by the analy- 
tic process of free association and through interpretation of the 
material. The superego as a parental pattern of authority had 
lost or dispelled its force with a consequent alteration in the ego re- 
actions: it became more remote from its original parental model. 
The Oedipus complex had succumbed to a new libidinal cathexis. 

This was not exactly a process of regression. Rather the ego, 
through relaxation of the superego dominance by transference, had 
turned away from the childhood Oedipus situation and expressed 
itself in a renewed cathexis. The Oedipus complex had not become 
extinguished but its conflicting and repressing aspects were mini- 
mized by the ability of the ego to throw off the yoke of the super- 
ego, so that the superego no longer assumed a eritical attitude to- 
wards the ego. As Freud has stated, ‘‘If this superego does try 
to comfort the ego by humor and to protect it from suffering, this 
does not conflict with its derivation from the parental institution.’’ 
Under these circumstances the humorous attitude developed and 
in this humorous attitude certain other features, analogous to hy- 
pomania, becaine intermingled. Thus both humor and hypomania 
were intertwined as transitory transference phenomena. 

In the relationships of humor and hypomania, both seem to 
show the same libidinal mechanism and structure, In one case 
there was at first an incorporation of the strict father within the 
superego organization. [-xpulsion of the father image by means of 
the abundant material of the transference situation followed. Grad- 
ually, as the analysis proceeded, both the humor and hypomania 
worked themselves off, because the liberated superego became less 
strict through the formation of a new object cathexis. Thus was 
suffering avoided. 

These reconstructions aid in the understanding of both the psy- 
chology of humor and the mechanism of hypomania. In humor 
and hypomania, as they develop during an analysis, the displace- 
ment of affect is a transference situation. In hypomania as a re- 
action to depression, the former represents a triumph over the 
punitive superego; in the humor of everyday life, there is a change 





OS6 HUMOR AND HYPOMANIA 


in the attitude of the superego which in turn reacts on the ego, 
altering its mood. In all cases, both in humor and hypomania, the 
ego is comtorted by the superego as a protection from suffering 
and a change in mood becomes possible. 

Thus humor is a mixed teeling which oscillates between hypo- 
mania and depression. By means of this mixture both hypomanie 
and humorous reactions become possible as a corrective to ease 
the burden of suffering inexorable reality—a sort of triumph of 
the pleasure-principle of the mental apparatus. It seems also 
that a sense of humor may be helpful in lessening the severity of 
psychoneurotic suffering, particularly in the anxiety and obses- 
sional states. When humor develops during the analysis of an 
individual who previously manifested a strict superego reaction, 
such a development is a manifestation of a positive transference 
which accelerates the analysis and gives a more hopeful prognostic 
aspect. 

The relation of an individual to his superego forms not only the 
basis of humor but is a dominating factor in the affective psychoses 
producing either a depressive or a manic reaction. Both have the 
saine libidinal tendencies: in one case an incorporation; in the 
other, the rejection of the introjected object, the mood depending 
entirely upon the cathectie reaction to the object. Dynamically 
and genetically humor and hypomania are releases from the strict 
subordination to the superego, leading either to humor or to the 
euphoria of the manic phase of manic-depressive reactions. In 
either instance humor may manifest itself as a mood. Its witty 
attitude and facetious remarks are an intellectual by-play, a form 
of liberating reaction. 

Thus the parellels between humor and hypomania are helpful 
in understanding the functions of the superego in both its dynamic 
and genetic aspects. The weakening of the superego leads to a 
pleasurable oral gratification in the form of talkativeness and this 
in turn is followed by the euphoria of the manic state. It seems as 
if this oral gratification acted as a corrective for the depression in 
the same manner as the use of alcohol. Aleohol weakens the re- 
pressive power of the superego; in alcoholic intoxication, there is 
seen, in almost pure culture, an artificial elation which strongly 
resembles hypomania. 
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The mechanisin of the formation of the superego and the devel- 
opment of its particular functions are of great importance for the 
understanding of humor. It is the superego which determines and 
regulates the attitude of the ego towards the various deeply-seated 
instinctual drives. One of its products is a reaction-formation 
against these drives, resulting either in an overstrict character 
trait or in a humorous attitude. The latter may be either a social- 
ized activity to ease the burdens of reality, or, as already indicated, 
may manitest itself during the analytical transierence situation in 


the form of a hypomanic flurry. 


ry { r 
I 


The forinula may be tentatively expressed as follows: The in 
stinctual wishes produce a form of guilt. The guilt-laden ego re- 
acts by neurotic suffering as a form of punishment emanating 
from the superego. Thereupon the superego tends to neutralize 
this punishinent by either minimizing its intensity or displacing it 
during the transterence process. Such a change in function leads 
either to a humorous attitude or to a transitory hypomania, the 
latter being an ‘‘artificial’’ form of elation. Both are satisfied by 
the oral eratification in eithe facetiousness or overproductivity 
which act as a ‘‘cover’’ reaction directed towards the feelings of 
guilt. In the psychological weaning of the transference-humor, 
the Oedipus complex may still remain as the nucleus of the super- 
ego, but so changed become its functions from the earlier situa- 
tion, that it leads to more adult identification, thus entering into 
the formation of an adult character. 

That the funetions ot the superego depend upon the nature of 
civilization is shown by its attitude towards religion, science and 
ethics. The change in the external compulsions of civilization, 
which produces an internal alteration of the psychological demands 
of the superego, diversifies the content of a neurosis in different 
culture periods, so that a particular type of neurosis which is found 
in one epoch (conversion-hysteria witcheraft) totally disappears 
from another. On the contrary, the relations of the superego to 
the ego in producing humor seem to have remained unchanged in 
the course of human development. 


416 Marlborough Street 


Boston, Mass. 
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DEPRESSION AS THE CHIEF SYMPTOM 
By LLOYD H. ZIEGLER, M. D. 

It is perhaps significant that many depressed patients first ap- 
peal for help to physicians or surgeons interested chiefly in internal 
medical diseases, rather than to psychiatrists and neurologists. 
Whether this choice ot phy slclans 1s based ona theory ora hope 
—-is unknown, but the majority who thus present themselves suf- 
fer from strange sensations in various parts of the body which 
could well engender the feeling that disease of some important 
organ is the original cause of the discomfort and disability. It 
was felt that patients of this kind might differ from those of a sim- 
ilar type seen in public and private hospitals. Accordingly, 111 
patients were studied whose chief symptom consisted of well- 
defined attacks of depression, or low-spiritedness. These patients 
were seen during the course of a year and each was under the 
writer’s observation for from one to two weeks. Most of them 
were later cared for and treated at home in close cooperation with 
family physicians. Sanitarium treatment was recommended for 
some of them. 

These patients were free agents and ambulatory and, except for 
one or two, had never been treated in a publie or private psychi- 
atric hospital although most of them had already sought medical 
aid on several occasions. They were not so disabled at the time of 
observation that they could not give details of their life histories. 
The majority of them were able to work. 

The ages ranged between 16 and 77 years, the median age being 
42. Sixty-five were men. Seventy-nine were married and living 
with husband or wife. Essentially all occupations and the major 
professions were represented among them. There were many in 
the group who had completed part or all of a college education. 
The larger percentage had been energetic and moderately success- 
ful in their work. Possessed of serious and sensitive natures, with 
a rigid singleness of purpose in their drives to sueceed, much in- 
dulgence in hobbies and avocations was precluded. The majority 
leaned to the side of being introverted, self-centered persons. 

The onset of their depression was usually insidious, but it ap- 
peared suddenly in some instances. In less than half of them an 
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extraneous factor in life, such as family trouble, financial loss, sick- 
ness and death, was associated with the illness. In fact, nearly all 
the extraneous factors seemed no different from those to be found 
in almost any family. Certainly greater misfortunes are endured 
by many families without engendering depression among their 
members. 

While depression was obvious enough when the patient con- 
sulted the surgeon or internist, it was not the earliest manifesta- 
tion of the disorder for which relief was being sought. This often 
proved to be a slowing up, a withdrawal from the usual activities, 
fatigue, loss of appetite and weight, and insomnia. Depression, 
worrisomeness, anxious concern about self, shame at the disorder, 
sadness, melancholy, despondency and low spirits usually appeared 
later to their fullest extent. As previously mentioned, unusual and 
ofttimes mystilying bodily sensations were common, leading many 
of the patients from physician to physician in vain attempts to 
seek, by means of special laboratory tests or examinations, a cause 
for the trouble. Nor did the search for reliet stop with physicians 
and laboratory procedures and the methods of exact science; vari- 
ous creeds, cults and quacks were appealed to with hope and eager- 
ness. 

What did the examinations of these patients reveal? Physical 
examinations were disappointing. An occasional patient had mod- 
erately severe hypertension, or hypotension. The basal metabolic 
rate of several was low without other evidence of myxedema. 
Weight loss was usually noted and in some it was considerable, 
suggesting among patients of certain age groups the possibility of 
malignaney; this was actually present in the large bowel of one 
member of the group. In addition to weight loss, mild dietary de- 
ficiency disorders were occasionally seen. Pulse rates were above 
the average, with notable exceptions in some patients with brady- 
eardia. An equal group with respect to age, sex, social status, but 
without depression, would probably show physical findings much 
like those of this series with the exception of rapid pulse and 
weight loss. 


The outstanding findings in the vast majority were a slowing up 
in thought and activity which could be ascertained only by (1) 
learning the nature of the patient before the illness and making 











Comparisons ; 


and (2) getting 
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] 
Ist-ha 


nd data about thought and 


activity by means of friendly conversations and visits. Physi- 
cians, not improperly, devote much attention to analyses of urine 
and blood. Appraisals of thought, emotional state, and activity 
are no less significant than ascites, heart murmurs, or other signs 
of disease. 

What did these patients Chiefly themselves—out of 
all proportion to everything el The thought **Am | losing my 
mind?’’ is very frequent A feeling that life is not worth while 
is reported often. The hope is frequently expressed by the pa- 
tient that he might succumb t some friendly disease.’? De- 


spite these debilitating thought s, sell-destru ‘tive attempts were ac- 
tually reported by the patients or relativ: rarely and, except for 
two that were serious, these were mere gestures. Of course, those 


more successful a 


croup under study, 


These il] patients were tu 


topics as follow, in the orde: 


Ineurt 


Blaming self for n 


ible disease ...... 
Financial worrt 
Guilt feelings, ide: 
Impending calamit: 
False beliefs about 1} 
Thoughts of heing 


1 


Fear of ‘‘orphanage’’ for 


Fear of the ‘‘ poo 


patients were tudied efore tl} 


Not only was thinking usual 


+ 


but most 


relate all too poorly with the 


such thinking often took pla 


in order. These eonditions 


suicidal attempts 


never became members of the 


reoccupied at times by such 


uency indicated: 


and Tre 


Number of 


instances 


lly slow, labored, and limited in scope, 


of it was devoted to disagreeable topies which would eor- 


actual events of life. Furthermore, 


ie 


hen alone, or when sleeping was 


naturally enable one to understand 


why such patients may dislike solitude, or why dread of the night is 


sO COTmMIMON. 
Sinple hallucinations of s 


patients. These were in kee 


eing and hearing were elicited in eight 


‘ping with the thought-content of the 
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depressive mood. The unreality of the images was apparent to the 
patients, but nevertheless they were terrified to a degree by them, 


It may have some significance that a large number of these pa- 


tients traced the onset of their illness to the late winter or early 


spring months when plants and animals alike emerge from a dor- 
mant period and become active. The stirrings of nature at this 
season are given free expression in all living beings. In the case 
of man this expression is less where his conformity to deeply 
established habits and conditionings of conventionality may distort 
free thinking and activity, 

Where data were available, it appeared that a goodly share of 
these patients came from parents of markedly diverse tempera- 
ment or personality makeup. As an example: one patient had a 
phlegmatic, slow, unemotional father and an emotional, restless 
mother. The patient was not a perfectly blended fusion of these 
parental qualities, but for the most part resembled the father. 
Whenever his reaction resembled that of his mother, he was mani- 
festly ill. These are not the only qualities which may become in- 
compatible in one’s life. A further study of such disharmonies 
might point to a better understanding of such patients. The cir- 
cumstances leading to a shift or change in temperament—or per- 
sonality, if you please—may be external in the environment, or 
may occur in the absence of extraneous influence, in persons in 
whom the parental qualities are perhaps not well fused, or can- 
not fuse. These observations suggest the need for studying forces 
that integrate the person—complete the fusion—as well as those 
forees that may contribute to its disintegration or tend to break up 
the incomplete fusion still more. It is conceivable that a condi- 
tioned reflex may be harmonious to one aspect of a poorly-fused 
heritage and antagonistic to another. 

The study of the previous lives of these patients in regard to de- 
pressions or elations was of unusual interest and is presented in 
chart form. 

The data for the youngest patient, aged 16, are charted at the 
top, whereas others are arranged in serial order, according to age, 
down to the eldest at 77. The legend gives details about the nature 
of the emotional disabilities suffered, and other pertinent facts. 











tt ens Tn nt each ae 
‘ep | Yr | 
| |_| _| Noipeweaa [Shonwinps| 
| | | | 


n a7 . 


- | | 
oS ee ee 
} | a7 








zie izia lz 


zis|z 


a 
a 
3 
w 
w 
4 
w 
al 
w 
a 
a 
+ 
= 
w 
w 
a 
w 
a 
w 
“ 
w 
“ 
w 
a 


Rw swe OZ S 4m SH ow "q+ee+e 


B4!7 40 BV3A 

















Sy A as a OO | 


ee ss 


—t—+ 

















7} 


4g 7 


by 6 40% it erry MMM | 


Mii UU uit 


Sees 
well lciilenseelnedeetienel 

a 
| 


+—}$—-+ +--+ 


cee cae 


| ine 
ma 
Aa 


nt et 








S7VwHab = b 


+ 


| Ndi >a 


NOIGS BuNEe lad SEaotina 


NOI$¢ we Ac |S HOnNILNDS 


rduboha 














LLOYD H. ZIEGLER, M. D. 693 


The chart speaks for the variety of depressions: various kinds of 
short and long attacks, attacks coming on late in life, recurrent 
yearly (especially in late winter), some chiefly associated with the 
menses, long intervals between attacks, similarity of attacks, dis- 
tress chiefly focussed in one body area or another (monosympto- 
matic), et cetera. The youngest recorded attack was at the age of 
11, which is not exceptional inasmuch as the writer has known such 
a pathologic emotional state to occur in a child as young as five 
years. While it is true that some attacks may not have been re- 
membered, the chart doubtless records most of them. It is sur- 
prising that not more elations or overactive disorders were elicited. 
Some patients probably felt unusually well at times and did not 
recognize their lack of fatigability and extreme well-being, which 
can be symptomatic. In the lives of some patients periods of fever- 
ish and excessive hard work, accompanied by better health than 
customary, seemed to have been equivalents of elations. These ob- 
servations tend to invalidate the concept ‘‘imanie-depressive,’’ in 
favor of a simple description of the disorder of the emotional life. 
The chart suggests that after the age of 40 the patients were af- 
fected by somewhat longer attacks and especially does this seem 
to be true in the involution period after 45, in males as well as in 
females. 

A study of the lives of these patients cannot but impress one 
with the methods that had been employed to cure pathology of the 
emotional state. When surgery was resorted to, it tended to be 
directed to the thyroid gland. Even today goitre is too generally 
believed to be a cause of depression (often called ‘‘nervousness’’). 
Mucous colitis, or allergic phenomena, were too readily accepted as 
‘auses when, in reality, they were more likely to be effects of the 
pathologic emotional state. 

Ample history of these patients indicated that they were grossly 
and quite universally misunderstood, which added much to their 
already great discomfort. The feeling that such illnesses bring 
shame and disgrace upon the afflicted and his family, in contradis- 


tinction to such ailments as appendicitis or pneumonia, is an all 
too prevalent concept descended from the dark ages. The correc- 
tion of the unenlightened and often cruel attitudes of the publie 
toward such illnesses continues to be the greatest problem of the 
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organized mental hygiene movement. Some of these patients were 
accused by relatives or friends of *‘ putting on’’ their illnesses *‘ or 
imagining them’? and were upbraided for lack of self-control. Ad- 
vice to *‘snap out of it’? had been received by most of the group. 
It would be as easy to raise oneself suddenly by his bootstraps. 
Needless to say, some of these patients had worn out members of 
their families by their misery and dramatic appeals for relief, 
Under such conditions the home is transformed into a sanitarium 
or hospital, making an unhygienic place in which the other mem- 
bers of the family must live. It is best in such circumstances for 
the patient to go to a suitable sanitarium or hospital and, so far 
as possible, to make this step of his own volition. 

Treatment was directed to the sick person and not to any mere 
segment of him. Sleep was restored as far as possible by medi- 
cines and baths (92°-98° F.) used in moderation and properly 
timed, Mild sedatives were given to relieve the daily distress which 
is usually at its worst in the morning. The diet was organized so 
that the weight lost tended to be regained. The hands were kept 
busy so that thought had to be focussed on the work of the fingers 
instead of on morbid topics. Psychotherapy consisted in discus- 
sions in which reasonable assurances of favorable outcome were 
implied. The writer has witnessed recovery in depressed patients 
of 75 years of age. He has also seen patients recover after being 
depressed over a period of 10 years or longer. But exact science 
has yet to evolve a specific method of cure, despite the startling im- 
mediate effects of metrazol and the claims for ovarian hormone 
therapy. 

In an average of between one and two years after these patients 
were under observation a followup study was made, unfortunately 
the last one. At that time (1928) 57 were heard from by reports 
from the family physicians, letters from the patients, or by re- 
examination. Four had grown worse and two of these were in a 
state hospital. Sixteen were unchanged. Thirty were improved 


and one of these was in a sanitarium. Seven were completely well. 
Forty-two were carrying on at their work as best they could. One 
might wonder how the followup report would have differed had 
metrazol been used. 
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Depression as a chief symptom and pathologic process 1s a very 
individual disability and is usually recoverable. It distorts the 
outlook and the thinking function of a person. In the face of his 
great distress, the patient cannot readily grasp the meaning of 
negative physical examination findings which are so often associ- 
ated with depression. For this reason physicians fail such patients 
by merely reporting such findings. Patients may actively turn 
away from physicians who are critical, or even condemnatory, 
when an examination of the body reveals no lesions to account for 
their uncomtortable state. Such experiences drive the patient to 
seek relief at the hands of warm friends, or others who may lack 
knowledge and experience, but who are hopeful and faithful in 
their belief that the ultimate outcome will be good. Usually such 
patients go as a last resort to the psychiatrist, or even to the neu- 
rologist, because they do not wish to face such serious matters as 
‘‘insanity’’ or ‘‘incurable brain disease,’’ although many of them 
think of themselves in terms of such afflictions. The psychiatrist’s 
greatest function is to unearth the assets and possibilities for the 
restoration of health and to work with these to that end. Above 
all things, he should be a haven of sympathetic understanding and 
warm feeling for the patient—one who sees the good amidst the 
worst of things. 

Depression as a chief symptom is far more prevalent than is gen- 
erally realized. There are very many subtle ways in which it may 
reveal itself, or be concealed. As a process, it may be profoundly 
disabling and may culminate in death. Since infectious diseases 
are on the wane, it behooves our next generation of physicians to 
learn more about this pathologic aspect of human nature. These 
gleanings from experience are offered with the hope that they may 
contribute even slightly to our understanding of depressions, to the 
end that their prevention may have a place in the public health 
programs of the future. 


SUMMARY 


1. One hundred and eleven ambulatory patients of all ages, who 
first came to a surgeon’s or internist’s office for the relief of seem- 
ingly bodily ailments, were subsequently observed and treated for 
depression as their chief symptom. 


ocT.—1939—a 
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2. Aside trom the patients’ milder disorders, and the fact that 


they were predominantly of the male sex, they resembled patients 
seen in public and private psychiatric hospitals. 

do. Previous illnesses of a similar nature are presented in chart 
form together with other pertinent data. 

4. The essential factors in the examination data are discussed 
with particular emphasis on the distressing changes in activity, 
thinking and emotional state. Samples of thought content are 
given. 

»). The late winter or early spring months especially, appear to 
have been upsetting in the lives of these people. 

6. Many of them seem to have come from parents of diverse 
temperaments and represent an incomplete, or unstable, fusion of 
discordant ancestral qualities. 

7. Methods of relief sought and applied are discussed.  Atti- 
tudes of the patient toward himself, and of the public and relatives 
toward him are considered. These are frequently charged with 
mentally unhygienic aspects. 

8. The treatment employed is presented briefly and the fol- 
lowup, slightly over a year later (unfortunately the last), is given. 
Inasmuch as these patients were treated before shock and ovarian 
hormone therapy had come into use these data may afford some op- 
portunities for comparison. 

9. The patient-physician relationship is discussed. 

10. The need for modifying the medical curriculum to meet the 
requirements of such patients is apparent. 

11. The prevention and specific treatment of these disorders, 
with their attendant suffering and perhaps death, must grow out 
of further research and a broader knowledge. 


Milwaukee Sanitarium 
Wauwatosa, Wis. 








A METHOD FOR DIFFERENTIATING MANIC-DEPRESSIVE DEPRESSIONS 
FROM OTHER DEPRESSIONS BY MEANS OF PAROTID SECRETIONS* 


By EDWARD I. STRONGIN?#, PH. D., and LELAND E. HINSIE, M. D. 


Since 1928, Winsor and Strongin’** have been studying various 
aspects of the ‘‘average normal’’ human parotid gland secretions 
as measured with a modification of the Lashley* suction dise. In 
the course of this study they confirmed Lashley’s findings of a 
continuous parotid gland flow in the absence of marked extero- 
stimulation; that is, there was a constant flow of secretion during 
the waking state that occurred with external stimuli kept to a mini- 
mum. It was also observed that the rate of this flow, under 
standard conditions, while fairly constant within the same person 
varied from individual to individual. 

However, it was found during the course of the investigation 
in ‘‘average normal’’ subjects that there seemed to be a definite 
range of secretory rate beyond which these subjects did not vary 
under the conditions of the experiment. It is this range that 
formed the basis for the work done by us on psychiatric patients 
during the past three years and which served as control data. 
These findings will be discussed in a subsequent part of this paper. 


METHOD 


The subject was seated in an easy chair and was encour- 
aged to assume a comfortable position. A small dise (Fig. 1) 
similar to the one developed by Lashley was then held by suction 
over the opening of Stenson’s duct. The amount of suction neces- 
sary to hold the dise in place was created by inhaling on a rubber 
tube leading from the outer cup of the dise. From the inner cham- 
ber of this dise a small air-tight drainage tube passed through the 
corner of the mouth carrying the secretion to a pipette capable of 
measuring it in hundredths of a cubic centimeter. The collecting 
device did not affect the flow of secretion nor seriously interfere 
with the mouth movements of the individual. 


*Read at the combined meeting of the section of neurology and psychiatry of the New York 
Neurological Society, January 10. 1939 


tAided in part by a grant from The John and Mary Markle Foundation. 
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Alter the dise was properly adjusted the subject was instructed 
to avoid excitatory movements of the tongue or throat and to keep 
his mouth comfortably closed. In order that accumulated seere- 
tions from other glands of the mouth might not interfere with the 
throat movements the subject was permitted to swallow at the end 
of every five-minute period. 

The subject was instructed to keep his eyes open and was not 
permitted to read or engage in any activity for the duration of 
the test. In order to make sure that the dise was properly in place 
a drop of lemon was put on the tongue at both the beginning and 
end of the test. The added stimulation caused in this way stopped 
in five minutes and the test began at that point. 

Readings were taken every minute and grouped in five-minute 
intervals. The test was continued for at least a half hour. The 
secretion for each five-minute period was then averaged and we 
obtained the average secretory rate per five minutes for the dura- 
tion of the test. It is this average figure in hundredths of a cubie 
centimeter that shall be referred to in this paper. 

All tests were performed one and one-half hours after meals on 
subjects who had no medication for at least 48 hours. 
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Normal group 

The data on the normal secretory rate were collected by Winsor, 
Strongin and Korchin at Cornell University from 1928-1938. The 
group totals about 300 subjects, mainly students or faculty mem- 
bers ranging in age from 16-50 years. In most cases many readings 
were made on the same subject and in some cases on the subject 
at various intervals over a four-year period. 

As shown in Fig. 2 the average secretion for the control group 
was .07 ¢.e. per five minutes over a two-hour period, The lowest 
average secretion for any subject was .02 ¢.c. per five minutes while 
the highest average for any subject was .15 ¢.c. per five minutes. 

In a previous report’ we indicated that a group of patients 
with manic depressive depressions showed a secretory rate lower 
than that found in any of the readings obtained in the control 
group. None of the average secretory rates in the depressions 
was above .01 ¢.c. per five minutes while the lowest control figure 


>) 


obtained was .02 ¢.e. (Fig. 3). 
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The question was then raised as to whether this very low seere- 
tory rate occurred in all types of depressions or only in those de- 
pressions accompanying a manic-depressive diagnosis. 

In an attempt to answer this question the investigation being 
reported here was undertaken. It was decided to obtain parotid 
secretory readings on all depressed patients admitted to the hospi- 
tal. The tests were done before the patients were diagnosed and 
in most instances before the histories were obtained. 

In order to have a basis for comparison with the subsequent 
clinical diagnosis we made our own tentative diagnosis on the 
basis of parotid secretory rate. This was done in the following 
way: If the secretory rate averaged .01 ¢.c. or less per five min- 
utes in a half-hour test we tentatively called the case a depression 
of the manic-depressive order. 

If the rate was above .01 ¢.c. per five minutes the patient’s con- 
dition was recorded in our experimental records as a depression 
not associated with manic-depressive psychosis. If the case was 
not a manic-depressive no effort was made to determine to which 
diagnostic grouping the patient belonged. 

The diagnoses resulting from studies of the secretory rate were 
later compared with the clinical diagnoses. The clinical diagnosis 
in each instance was made by two observers, independent of one 
another. One was the senior psychiatrist of the hospital and the 
other the chief of the service. When the clinicians after intensive 
study of the case independently agreed upon the diagnosis the case 
was included in the group to be reported here. 

The present communication deals with 50 patients concerning 
whom there was no difference of opinion regarding the clinical 
diagnosis. A comparison was then made between the diagnoses 
established by the clinicians and those established by us on the 
basis of the parotid secretory rate. 


REsuLtTs 


It was found that the diagnosis based on the parotid secretions 
agreed with the diagnosis established by the usual clinical psychia- 
tric procedures in 47 of the 50 patients in the group. There were 
27 female patients and 23 male patients. 
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It seems to be characteristic of the parotid inhibition in the 
manic-depressive depression that it sets in at an early stage of the 
disorder before the patient shows marked depressive symptoms 
and before it is possible to make a definite clinical diagnosis of 
manic-depressive depression. 

It has been noted, too, that the inhibition of secretory rate con- 
tinues until the patient seems fully recovered. If a patient has a 
day in which the depression temporarily lifts and a test is done 
during this period the inhibition is still found. However, if the 
patient recovers the secretory level is found to have returned to 
within the normal range. This is true even if the recovery is a 
very sudden one. 

The same sudden release of secretory inhibition is also observed 
in patients who have shown constant inhibition for as long as 
eight months and have suddenly entered a manic phase. 


Discussion 


It is the opinion of many clinicians that the autonomic nervous 
system responds to the same laws of cortical control and so-called 
release phenomena that seem to be associated with the somatie 
motor and sensory systems. Experimental observations on ani- 
mals appear to show that the cortex influences the sympathetic 
nervous system. [Evidence of a similar influence in human beings 
has been suggested indirectly through clinical observations. For 
example, Brickner* felt that he was able to demonstrate clinically 
that ‘‘the human cortex is the site of origin of a neurone which 
exercises a definite influence over, and is a part of, the sympathetic 
nervous system.’’ He further suggested that ‘‘this neurone (1) 
probably terminates in the hypothalamus and in parts of the thal- 
amus, whence the second (2) descends to the intraspinal cells of 
the first peripheral neurone.”’ 


It must be remembered that this change in salivary secretion 
which we have described is mediated through the autonomic nerv- 
ous system and hence we have one index to autonomic nervous 
system activity, this activity in turn being linked with the central 
nervous system. While we are not of the belief that a change in 
the activity of the autonomic nervous system will cause mental 
disease, we do feel that this change which we have found may be 
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just as much part of mental disease as the psychological symptoms 
generally described. In other words, it is felt that the same 
changes in the central nervous system which may have given rise 
to mental disease as we know it may have also given rise to the 
changes we are reporting here. In addition to the possible diag- 
nostic value of this method, further significance of the work lies 
in the fact that it may be possible to trace the causes of the fune- 
tional changes here described centrally, whereas it has been very 
difficult to do this with the psychological changes. Attention is 
being turned at present in two directions, first toward the nervous 
system, and second toward the biochemistry of the parotid gland 
secretion. 


SUMMARY 


In a previous report it was shown that the parotid gland seere- 
tory rate of the manic-depressive depressions was lower than that 
of the lowest ‘‘average normal’’ individual. The present investi- 
gation set out to determine if this low rate was to be found in all 
types of depressions or whether it was characteristic of only the 
manic-depressive depressions. ‘The findings can be summarized 
as follows: 

1. Parotid gland rate determinations were made on a series 
of undifferentiated depressions before they were clinically studied. 
If the readings were below an average of .01 ¢.c. per five minutes 
over a test of one-half hour duration the depression was recorded 
tentatively in the experimental records as a ‘‘manic-depressive de- 
pression.’’ If the average reading was above .01 ¢.c. per five min- 
utes the case was recorded as ‘‘not a manic-depressive depres- 
sion.’’ No other differentiation was attempted. The results were 
then filed for subsequent comparison with the clinical diagnosis. 

2. The clinical diagnosis in each instance was later made by 
two psychiatrists working independently. The diagnoses of the 
two psychiatrists were then compared. Only when these agreed 
was the case included for report in this communication. These 
clinical diagnoses were then compared with the laboratory diag- 
noses based on the parotid secretory rate. 
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3. It was found that the laboratory diagnosis based on the par- 
otid gland determinations agreed with the clinical diagnoses in 47 
of 50 cases. Specifically out of 25 clinically determined maniec-de- 
pressive depressions the parotid index agreed in 23 instances. Of 
the total of 25 other depressions not clinically diagnosed as manie- 
depressive, there was agreement with the parotid index in 24, 

4. The parotid secretory rate is inhibited in the very early 
stages of the disorder before it is possible to make a definite diag- 
nosis of manic-depressive depression by the usual psychiatrie pro- 
cedures. 

5. Secretory inhibition prevails during the daily mood fluetua- 
tions of the patient but the rate does return to the normal range 
when the patient recovers from the depression. 

6. The rise of the secretory rate when the depression abates 
may be very sudden. 
hour with simple inexpensive apparatus, involving little technical 
training. 


7. The parotid secretory test can be accomplished within an 
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THE CHRISTIAN FORMULATION AND MEDICINE 
By SMITH ELY JELLIFFE, M. D. 
Many treatises, larger and smaller, have been written concern- 


1° 
! 


ing special aspects of innumerable disease forms. The instincts 
of life and death, if instincts they may be usefully so conceived, 
are in constant dynamic polarity in this, that or another bit of 
structuralized experience which has received a more or less defi- 
nite name as a bit of organized material, from the monocellular 
Amoeba or Protocoecus or leucocy te to the composite, multicellular 
human body. 

Sex, occupation, milieu, age and innumerable other factors have 
each received special attention with respect to their influence upon, 
or modification of these forms by such factors. As witness, among 
the ancients the astute clinical books of Hippocrates on diet, the 
weather, et cetera, or in later times Ramazzini’s celebrated treatise 
on occupational disorders, or even more strikingly Peterson’s re- 
cent statistical mastodon on the ‘‘ Weather’? and human disease. 

These reflections are here introduced as only slightly indicating 
how vast a structure of knowledge has been built up by man in 
2,900 years concerning the beneficent and malevolent aspects of 
these bipolar energic forces making for health, happiness, and vic- 
tory, or disease, discomfort, and defeat. 

This small enterprise hopes only to touch upon a single issue 
in this pantheon. That is, it strives to suggest the significance of 
certain issues which arise in the temporal life history of man that 
need to be thought of in the exigencies of certain life spans, which, 
according to the program here suggested occur between certain 
roughly limited chronological epochs. Merely the tiniest detail 
can here be presented, and, if possible, in such a form as to be 
essential. It would require a complete library to encompass the 
ramifications stemming from these assumed essentials. 

Shakespeare set a pattern of age differentials in simple form 
by describing the seven ages of man, each of ten years, with astute 
comments on behavior attitudes. These categories were crude and 
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very general. The present writer purposes presenting an even 
more generalized measuring scheme derived from that mythical] 
cultural precipitate which stems from the account of the life of 
the hero of that culture called Christianity. Inner processes of 
maturation claim special fundamental significance from this point 
of view and shall be here viewed in the equally generalized pat- 
terns as formulated in the Freudian libido theory, since for us this 
formulation parallels more closely those of the psychobiological 
sciences than any other in the broad frame of reference of the sei- 
ence of energetics. 

We purposely wish to circumscribe this scale between the years 
28 and 40. From the viewpoint to be presented, these ages in 
general represent stages in the final maturation of the bipolar con- 
flicts of the life and death instincts. Here again the term ‘‘in- 
stincts’’ is used advisedly. 

In the Christ story the period from 28 to 33 is to be interpreted 
as of cardinal significance, and supplementary to this the ancient 
adage ‘‘ A doctor or a fool at 40”’ will be utilized to round out the 
picture roughly. 

Restated then in programmatie form, what are the dangers to 
healthful living more specifically related to the age span between 
28 and 33, and what preventive signals should one look for in order 
to avoid the more dangerous encroachments of the agencies de- 
structive to man’s health, happiness and endurance? 

What may seem ‘‘mystical’’ in the order of the presentation 
may be but a search for deeper psychological insight into the most 
fundamental activities; as yet only emerging from folklore affee- 
tive reaction stating. Upon this dim skeleton outline structure of 
maturation stages the following suggestions regarding danger sig- 
nals of psychobiological importance will be tentatively arranged. 


It is not my purpose to dogmatize about these age periods. 
Should one have the time and inclination it would yet be necessary 
to enter into a prolonged and profound study of statistical data 
such as may be found in the U. S. census volumes, the studies of 
Pollock and Malzberg of the New York State Department of Men- 
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tal Hygiene, or the Dublin figures of the Metropolitan Lite Insur- 
ance Company. All of these offer suggestive age period figures 
relative to mental hygiene as pertaining to this sketch. In much 
the same media the Lynd Middletown studies of 1925, and Middle- 
town Revisited of 1935 contain a large quantity of data pertinent 
to this inquiry. In still lighter vein, though scarcely less valuable, 
a rereading of Balzae’s Comédie Humaine, of Farrell’s Studs 
Lonigan, and Thrasher’s The Gang (both editions) is useful both 
for factual material or to fashion more closely the general formu- 
lae already laid down. Nothing more than indications and general 
impressions can be here offered. This is not to be interpreted as 
a study for the readers of a journal of ecology, nor of a journal of 
sociology. 

According to the Christ story, Jesus at the age of 28 went into 
the wilderness and emerged at the age of 33 to meet his trial, con- 
demnation, crucifixion, and resurrection. This account is here 
utilized in its psychological and ecological setting as of significance 
for human behavior. 

Numerous guesses, surmises, speculations and inferences are 
to be found in religious literature as to the nature of this ‘‘ going 
into the wilderness.’’? According to some it was a time spent in 
geographical wandering, studying philosophy with the Greeks, the 
Egyptians, et cetera. None of these accounts have more than ten- 
uous grounds for sound deductions. To us it was a time of libido 
maturation and the final freeing of the personality of Jesus both 
from primary and secondary narcissism. From this, eame the 
final emergence of a pattern of social sublimation roughly fash- 
ioned by the disciples into an ideology. This Christian ideology in- 
trinsically comprised a merger of older Mithraic, archaic Jewish 
patriarchate fundamentals with Greek philosophical, sociological 
and ethical elements. No human memory not closely buttressed by 
the British Museum Library could possibly summon but a micro- 
scopic amount of the material leading to this large and loose for- 
mulation. 

The western cultural milieu both wittingly and unconsciously 
tends to create a superego mental institution cireumscribed by 
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such general trends of adaptation. The Oedipus complex of the 
Freudian formulation *‘passes,’’ for the average, so far as pri- 
mary narcissistic fixations are concerned, during the third to the 
seventh year. According to the formulation here outlined, up to 
approximately the age of 28 both superego and ego institutions 
tend to resolve the more unecologically adaptive libido invest- 
ments. 

From 28 to 33, following the Christ pattern, the ‘‘ wandering in 
the wilderness’’ leads up to a final personality victory. The Christ 
in everyone of us is crucified with his back to the Cross—or say, 
rejects the last remnants of mother incest fixation and patricidal 
agressive impulses—enters again into the source of all creative 
energy, the earth (womb, symbolically) and emerges re-created, 
that is relatively sublimated, to live in the spirit of a free re-created 
and re-creative individual. But ‘*Nature,’’ that is, ‘‘trial and 
error experience’’ grants him still seven more years to be a ‘‘doe- 
tor or a fool at forty.’? In which formulation the doctor stands as 
the symbol for the creative act (brings the baby) and forty stands 
again for the birth symbol. 

In short, if by forty man has not become truly creative in his 
libido investments he does not attain full manhood. Whereupon 
he becomes a prey to specific health-destroying tendencies along 
such organ activities which still by identification hide and suceour 
the impounded libido of earlier less adaptive stages. These poten- 
tial destructive tendencies may come to light in somatic and/or 
psychie expression. 

This is the theoretical formulation expressed as presaged in the 
terms of the libido theory of Freud, the Oedipus complex root for- 
mula and the tripartite division of the mental institutions: The 
id, super ego and ego. 


All of which is very pretty, even if we understood the psycho- 
analytic jargon, says the ‘‘practical’’ man. To whom, if injudici- 
ous, we first may recall the celebrated mot of Disraeli that ‘‘the 
‘practical’ man is one who tends to repeat the blunders of his an- 
But still, what shall I give to this insurance agent of 45 
with a blood pressure bursting his temples, and which my Baum 
machine registers at 190/80—‘‘he wants something for it’’; or to 
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this widow of 40 with 220/80 and a nephritis which Dr. L says 
will kill her within six months. This libido, Oedipus, superego 
jargon—many so regard it—may be fine but his wife and her hus- 
band want me ‘‘to do something.’’ 

A soft answer may still turn away wrath, and regrets about not 
having blood pressure reducing, or kidney righting hormones may 
be listened to, but not for long. If further asked to tell more about 
the personality of the sufferers and somewhat of their life history 
we get either a comic strip of a history (See Dollard’s Criteria 
for the Life History) or an excuse that one has no time to get all 
the details. Eiven if it be suggested in terms of Whitehead’s oft 
quoted phrase that without a knowledge of the ‘‘mental state,’’ 
that is, of the methods of individual purpose (which even influences 
the ionic milieu), we are asked if Cannon’s sympathetic, or Crile’s 
adrenal denervation ‘‘mutilations’’ won’t turn the trick. If we 
suggest that this is but a modern way of driving out the Devil to 
let in Beelzebub we are told that we ‘*don’t help very much.’’ So 
one comes to an impasse with the ‘hurry up,” ‘‘get well quick’’ 
demands of patient and attending physician. Suggestions of psy- 
chotherapy meet with a snort, and of what psychoanalysis may re- 
veal, with a *‘damn.’’ And yet relative reality can only be obtained 
by the longer, deliberate method of a complete exhumation of the 
patient’s inner desires, needs and drives, to utilize the behaviorist 
phrase. To be told that the insurance agent’s mother fixation has 
led to a prodigious philandering, or that the urethral fixation of 
the widow has conditioned the demand for a grossly exaggerated 
kidney activity, offers no insight to the practical internist who 
often tells us that the high blood pressure is due to the kidney dis- 
ease—and the kidney disease.... ? To the high blood pressure, of 
course! And then where are we—any better off than running 
around the mulberry bush? 

In spite of this apparently pessimistic close-up, man as medicine 
man, with all his Kraus, von Bergmann, Bethe, Lichtwitz fund of 
knowledge concerning physiological correlations, is fortunately in- 
comparably valuable or fatuously not content with the phrase 
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‘There is a destiny that shapes our ends, rough hew them as we 
may.’’ He would know how to outwit this ‘‘Fate’’ of the Homerie 
Greeks, the ‘‘ Destiny,’’ or if one will, the ‘‘ repetition compulsions”’ 
of Freud. 

In Groddeck’s fruitful idea ‘‘ We are lived by the Id’’ the ener. 
gic forces operating in the life forces seek certain goals. The most 
significant of these is its continuance, not alone its maintenance, 
else there were no Resurrection in the Christ story, no rebirth, no 
freeing of bound libido for creative sublimation in cultural ad- 
vance, no growing up of the individual to assist him in his meet- 
ing with socioeconomic problems of universal surrounding; no 
living a life consistent with his inner opportunities, his best ideals 
and his ripest wisdom, 


64 West 56th St. 
New York, N. Y. 





THE VALUE OF DIPHENYL HYDANTOINATE (DILANTIN*) IN 
PSYCHOSES WITH CONVULSIVE DISORDERS 
By NEIL D. BLACK, M. D. 

In a group of nonpsychotie patients with severe and intractable 
convulsions Merritt and Putnam’ report rather startling results 
from the use of diphenyl hydantoinate in the control of seizures. 
Their clinical results were as follows: In patients with ‘‘ grand 
mal’? seizures 58 per cent showed complete relief from attacks. 
Twenty-seven per cent gained a marked reduction in attacks. In 
15 per cent a moderate degree of improvement or no improvement 
over other forms of therapy resulted. Considering the group with 
‘‘netit mal’’ seizures 35 per cent showed complete relief, from at- 
tacks. In 49 per cent a marked reduction in attacks was obtained. 
Sixteen per cent presented slight or no improvement. In patients 
with ‘‘psychomotor equivalents,’’ 67 per cent showed complete re- 
lief from attacks and 33 per cent a marked reduction in attacks. 

The purpose of the present study at this hospital was to deter- 
mine whether or not patients who had not reacted well to other 
forms of therapy would be favorably influenced by this drug. The 
chief points which came up for consideration were: Could seizures 
be influenced favorably by the use of this drug? What relation- 
ship, if any, existed between the number of seizures and the psy- 
chotie state? 

Of this series of 17 patients it may be said definitely that 2 had 
complete relief from seizures (this statement is based on a mini- 
mum period of six months without a seizure) and that 7 others had 
a reduction in the number and severity of seizures. The remain- 
ing 8 either were not influenced by the drug or showed an increase 
in the number and severity of convulsions. Mental improvement 
was in direct relationship to the control or reduction in the num- 
ber of seizures. In this study the patients were considered either 
much improved or unimproved. Their condition is given, as of 
August 1, 1939, on the discontinuance of treatment, or at the time 
of death of the patient. Nine were much improved and 8 were un- 
improved. The effect of treatment on seizures is shown in the ac- 
companving table. 

*Parke, Davis and Company 
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Dosage 

The dosage used was that recommended by Merritt and Putnam. 
Patients are started with 0.1 gm. (1 capsule) three times a day, 
which is gradually increased to a maintenance dose of 0.2 to 0.6 gm. 
daily. It is very important that the medication which the patient 
is receiving be continued in conjunction with Dilantin for a period 
of one week to 10 days. This is gradually reduced in amount as the 
Dilantin is increased. If the former medication is reduced too 
rapidly or discontinued too soon there will not be a sufficient 
amount of Dilantin in the system to control seizures. [ven with 
the strictest precautions six of our cases showed an increase in the 
number of seizures during this period. 

Toxic Reactions 

Merritt and Putnam divide toxic reactions into two groups- 
minor and major. In their series 15 per cent showed the former, 
5 per cent the latter. Minor toxic symptoms consisted of dizziness, 
ataxia, tremor, blurring of vision, diplopia and slight nausea. 
Major toxic symptoms consisted of dermatitis and purpura. These 
conditions were combated by temporary reduction of the drug, or, 
in severe cases, by temporarily discontinuing the drug. 

In this series of cases there were no major toxie symptoms, but 
in nine cases there was complaint of varying degrees of vertigo, 
confusion and nausea. For this reason medication was discon- 
tinued in two patients. Toxic symptoms did not develop on a max- 
imum of 0.4 gm. daily, but they did develop when this dose was in- 
creased. It would appear from our observation that Dilantin in 
doses greater than 0.4 gm. daily is not as a rule well tolerated by 
the patient. 

In 15 cases Cohen and Myerson’ report Benzedrine Sulphate 5-20 
mgm. daily, as specific for the relief of ataxia and vertigo resulting 
from treatment by phenobarbital. Thus by the use of Benzedrine 
Sulphate they were able to permit the retention of effective doses 
of phenobarbital. As diphenyl hydantoinate is a drug similar in 
structure to the barbiturates it is fair to assume that the use of 
Benzedrine Sulphate may be of value in combating the minor toxie 
effeets of Dilantin in those cases where doses over 0.4 gm. daily are 
not well tolerated. 
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Four of our cases were given Benzedrine Sulphate 5-10 mgm. in 
conjunction with Dilantin. It was found in three of these that with 
the addition of this drug 0.5 to 0.6 gi. of Dilantin daily could be 
administered without toxic symptoms. These patients could not 
tolerate more than 0.3 to 0.4 gm. of Dilantin alone. One case while 
receiving Benzedrine Sulphate developed a twitching of the arms 
and hands that was so annoying that the drug had to be discon- 
tinued. In this case it was found that 0.6 gm. of Dilantin could be 
tolerated by the patient. 


Cast Reports 


Case l. G.L. Female. Age 34. Occupation—laboratory tech- 
nician. Duration 20 vears. Always pampered as a child, given to 
periods of irritability and tantrums; periods of excitement and 
depression, threats of suicide, twilight states and occasional 
epileptic equivalents with periods of furore characterized her ill- 
ness; was rather stilted and egotistical in manner. She received 
phenobarbital 114 to 3 gr. daily. 

Dilantin started October 27, 1938. Maximum dose four capsules 
daily. Complaint of some nausea in morning and oceasional dizzy 
spells. No seizures during treatment. Patient still under treat- 
ment. Mental condition: bright, agreeable, industrious, alert, gain- 
fully employed outside of hospital. Considered much improved. 

Case 2. G.W. Female. Age 26. Occupation—domestic. Dur- 
ation 14 years. Childish, easily irritated and angered, frequently 
disturbed, periods of apathy and indifference, frequent equiva- 
lents. In the month prior to Dilantin treatinent, had four series of 
seizures (status) and was clouded, confused. Received phenobar- 
bital 114 gr. b. 1. d. 

Dilantin started October 28, 1938. Maximum dose three capsules 
daily. During the month of November had three seizures. No 
complaint of vertigo nor nausea. Has been quiet, pleasant, cooper- 
ative and alert. No seizures up to the time of her death, July 8, 
1939, of cancer of the uterus. 

Case 3. C.G. Male. Age 19. Occupation—none. Duration 6 
years. Dull and indifferent, paid less attention than formerly to 
personal appearance, irritable and threatening in attitude toward 
others. Received phenobarbital 114 gr. b. i. d. 
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Dilantin started October 10, 1938. Maximum dose five to six 
capsules. This had to be reduced to four because of complaint of 
confusion, vertigo and nausea. Number of seizures reduced by 
Dilantin. Patient still under treatment. Mental condition: still 
volces complaints, but is quiet, cooperative, pleasant, agreeable, 
willing and industrious. Condition, much improved. 

Case 4. H.G. Female. Age 56. Occupation—domestie. Dura- 
tion 41 vears. Simple and childish in manner, out of contact, sits 
and stares into space, tantrums, tendency to assault. Received 
phenobarbital Ll, PT. b. 1. d. 

Dilantin started November 9, 1938. Maximum dose two eapsules 
dailv. There was no complaint of nausea, confusion or vertigo. 
Number of seizures was reduced. They were less severe than 
frank seizures. Patient is now bright, cooperative and industri- 
ous. States she feels better since receiving this treatment, which 
is being continued. Mental condition is considered to be much 
improved. 

Case 5. I. T. Female. Age 25. Occupation—housewife. Dur- 
ation 11 years. Quite irritable, frequent tantrums, depressed at 
times and talked of suicide, given to day-dreaming. Received phe- 
nobarbital 114 gr. b. 1. d. 

Dilantin started November 9, 1938. Maximum dose two capsules 
dailv. No complaint of confusion, vertigo or nausea during treat- 
ment. Number of seizures reduced. Much more alert, industrious, 
slept better. On February 11, 1939, she had an acute mental upset 
which lasted about one week. Dilantin was discontinued. Follow- 
ing this her condition was the same as before the administration of 
Dilantin. Dilantin again started March 29, 1939. After resump- 
tion of this treatment improvement was more rapid and pro- 
nounced than during the first course. Seizures were reduced in 
number and severity and patient again became bright, alert, in- 
dustrious. Patient is still being treated. Condition is considered 
to he much improved. 

Case 6. H. M. Female. Age 25. Oceupation—none. Duration 
22 years. Quiet, reserved, retiring, shy, bashful, given to periods 
of excitement and hysterical-like episodes. As a rule in good eon- 
tact, but showed little interest or initiative. Phenobarbital 114 gr. 


b. i. d. 
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Dilantin started November 9, 1938. Maximum dose two capsules 
daily. A marked change in personality took place: she became 
very confused, boisterous, noisy, restless, aggressive, and made 
numerous erotic motions with her body. Number and character 
of seizures unaltered. No vertigo nor nausea during treatment. 
Dilantin discontinued November 20, 1938. Mental condition, un- 
improved. After discontinuance of drug she returned to her pre- 
vious mental state. Dilantin again started April 1, 1939. Maxi- 
mum dose 0.3 gm. daily. During this course of treatment she did 
not show the change of behavior noted during the former course of 
treatment. Seizures not influenced in number or severity. Patient 
still under treatment. Mental condition, unimproved. 

Case 7. M.S. Male. Age 58. Occupation—tailor. Duration 
33 years. Many somatic complaints, very irritable at all times par- 
ticularly if crossed; confusion and marked tendency to assault at 
times of seizures. Received phenobarbital 114 gr. b. 1. d. 

Dilantin started October 22, 1938. Maximum dose five to six 
-apsules daily. Complaint of confusion, vertigo and nausea dur- 
ing treatment. Number of seizures increased. Character of seiz- 
ures not altered. Dilantin was discontinued March 31, 1939. 

Dilantin was resumed June 9, 1939, in increasing doses to six 
eapsules daily; 5 to 10 mg. of Benzedrine Sulphate were given in 
conjunction with Dilantin. There was no complaint of confusion, 
dizziness or nausea. Seizures were reduced in number and se- 
verity, and patient became alert, interested in his surroundings and 
industrious. He is still under treatment. Mental condition, much 
improved. 

Case 8. W.M. Male. Age 52. Occupation—laborer. Duration 
23 years. Irritable at all times particularly if interfered with, con- 
fusion and marked tendency to assault at time of seizures. Re- 
ceived phenobarbital 114 gr. b. i. d. 

Dilantin started October 27, 1938. Maximum dose five to six 
capsules daily. Complaint of some confusion and nausea. Vertigo 
quite marked during treatment. Number of seizures increased dur- 
ing early part of treatment, later no change in number. Character 
of seizures not altered. Drug discontinued February 9, 1939. 
Mental condition, unimproved. 
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Case 9. HL. MaeD. Male. Age 31. Occupation—carpenter. 
Duration seven years. [listory states he had an illness in infancy 
followed by some twitchings and paralysis. Seizures said to have 
hegun after being struck on the head with a plank. Was not un- 
eonseious at time of accident. tle is actively halluecinated econtinu- 
ously and is subject to twilight states; is extremely irritable par- 
ticularly if interfered with in any way. At periods associated with 
the seizures he is very noisy, boisterous, and displays assaulting 
tendencies, frequently becoming violent. Received phenobarbital 

ly gr. b. i. d. 

Dilantin started January 23, 1959. Maximum dose five to six 
capsules daily. Complaint of increased confusion, some nausea 
and vertigo. Number of seizures increased during first month of 
treatment. Character of seizures not altered. Patient died in 
status epilepticus, May 5, 1939. 

Case 10. EF. H. Male. Age 24. Occupation—none. There isa 
history of birth injury. Seizures started immediately following 
birth. Reached only seeond grade in school. Very simple and 
ehildish in behavior with some irritability and emotional instabil- 
ity at times, but, as a rule cooperative and agreeable. Received 
phenobarbital 11% gr. b. i. d. 

Dilantin started October 20, 1938. Maximum dose five to six cap- 
sules daily. Complaint of increased confusion, marked nausea, 
vertigo and some vomiting. Number of seizures increased during 
treatment. Character of seizures not altered. Drug discontinued 
January 25, 1939. Mental condition, unimproved. 

Case 11. EK. R. Female. Age 39. Occupation—none. Duration 
3) vears. Very childish in behavior, self-centered, demanding, ir- 
ritable. Received phenobarbital 114 gr. b. i. d. 

Dilantin started October 28, 1928. Maximum dose three cap- 
sules daily. Complained of vertigo and malaise. Number of seiz- 
ures Increased during treatment. Became very confused, clouded 
and disturbed. Character of seizures not altered. Drug diseon- 
tinued November 27, 1938. Mental condition, unimproved. 

Case 12. R. M. Female. Age 27. Occupation—housewife. 
Duration 13 years. Very irritable if crossed, depressed at times, 
often disturbed assaulting others, frequent epileptic equivalents 
with furore. Received phenobarbital 114 gr. b. i. d. 


eo 
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Dilantin started October 28, 1938. Maximum dose three capsules 
daily. No complaint of vertigo nor nausea. Number of seizures 
markedly increased. Character of seizures not altered. Patient 
became apathetic, dazed, clouded and depressed. Drug discontin- 
ued November 17, 1938. Mental condition, unimproved. 

Case 13. M. B. Female. Age 36. Occupation—housewife, 
Duration—26 years. Marked irritability and confusion related to 
seizures, epileptic equivalents with violence for short periods. At 
other times, more composed, assisting with some ward work. Many 
somatic complaints. Received phenobarbital 114 gr. b.i.d. 

Dilantin started October 28, 1938. Maximum dose three capsules 
daily. No complaint of nausea nor vertigo during treatment. Dil- 
antin discontinued November 7, 1938 due to increase in number 
of seizures and confused and clouded mental state. On November 
9, 1938 patient went into status epilepticus and died November 11, 
1939. Autopsy showed microgyria of the right side of the brain. 

Case 14. KE. M. Male. Age 20. Occupation—none. Duration 

six years. Childish, superficial, egocentric, at times threatening 
and irritable. Behavior at time of seizure characterized by ex- 
treme irritability and uncontrollable behavior. Unecooperative for 
any form of employment. Received phenobarbital 114 gr. b.id., 
with a ketogenie diet. 

Dilantin started May 9, 1939, in the amount of three capsules 
daily. Xetogenic diet continued. Because of continued seizures, 
Dilantin was discontinued June 4 and he was again placed on phe- 
nobarbital 1% gr. b.i.d. Following this, seizures became more fre- 
quent and severe. 

On June 19 he was again placed on Dilantin, the dose being grad- 
ually increased in six capsules daily. Ketogenic diet was discon- 
tinued. Because of complaints of ‘‘dopiness’’ and dizziness Ben- 
zedrine Sulphate 5 mgm. twice daily was given in conjunction. 
After two weeks this latter drug was discontinued due to com- 
plaints of nervousness and twitching of the hand. These symp- 
toms disappeared with the discontinuance of this drug. 


Dilantin is being continued at the maximum dose of six capsules 
a day. No seizures, no complaint of ‘‘dopiness,’’ dizziness nor 
nausea. Patient is friendly, cooperative and industrious. Still 
under treatment. Condition, much improved. 
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Case 15. W. W. Male. A 


Duration—I18 vears. Irritable, easily angered, makes many som- 


ge 55. Occupation—egg chandler. 


atic complaints, fairly cooperative for his care, does whatever is 
requested of him. Received phenobarbital 144 gr. b.i.d. 

Dilantin started February 17, 1939. Dose three capsules daily. 
No complaint of dizziness nor nausea. As there was apparently 
no appreciable change in the patient *s condition by June, Dilantin 
was increased to six capsules daily, with the addition of 5 mgm. 
of Benzedrine Sulphate twice daily in conjunction. There was no 
complaint of dizziness nor nausea. Seizures were less severe in 
character. Patient still under treatment. No improvement in the 
patient’s mental condition. 

Case 16. G. W. Female. Age 26. Occupation—housewife. 
Duration—24 years. Very irritable and uncooperative, at times 
confused, clouded and extremely disturbed. Amnesia for clouded 
periods. Received phenobarbital 144 gr. b.i.d. 

Dilantin started April 27, 1939. Maximum dose five capsules 
daily. Due to some complaint of dizziness and nausea, Benzedrine 
Sulphate 5-10 mgm. daily was given in conjunction. Dizziness and 
nausea disappeared. Seizures reduced in frequency and severity. 
Patient is quiet, cooperative and industrious. Still under treat- 
ment. Condition, much improved. 

Case 17. C. Hl. Female. Age 57. Occupation—none. Duration 
—48 years. Childish, irritable, fault-finding, paranoid, uncoopera- 
tive, indolent. Received phenobarbital 114 gr. b.i.d. 

Dilantin started June 22, 1959. Maximum dose three capsules 
daily. No complaint of dizziness nor nausea. Seizures reduced in 
frequency and severity. Patient remains childish, but has given 
up her paranoid ideas, is quiet, pleasant, cooperative and is em- 
ployed at simple work. She is still under treatment, her condition 
is much improved. 


SUMMARY AND CONCLUSIONS 


l. In individuals in whom seizures are controlled or markedly 
reduced in number and severity by the administration of Dilantin 
there is a concurrent improvement in the mental condition. 
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2. When treatment by Dilantin is instituted the anticonvulsant 
drug in current use should be withdrawn gradually. A week or 10 
days should elapse before Dilantin alone is used. 

3. All cases treated had grand and petit mal attacks, and psy- 
chomotor equivalents so that no differentiation was made in the 
type of reaction. 

4. Dilantin in doses over 0.4 gm. daily was definitely toxie in 
16 of the 17 cases treated. 

». In three patients who did not tolerate over 0.4 gm. of Dilan- 
tin well, the administration of 5 to 10 mgm. of Benzedrine Sulphate 
in conjunction with Dilantin allowed a maximum dose of 0.6 gm. 
to be given without toxie symptoms. 

6. In one case the use of Benzedrine Sulphate apparently pro- 
duced twitching of the arms and hands. This disappeared when 
the drug was discontinued. 

7. Nine individuals were much improved. Eight were unim- 
proved. 

8. In one case treatment had to be discontinued because of toxie 
symptoms, in three patients because of an increase in the number 
and severity of seizures. Ten are still receiving Dilantin. Three 
died. 

9. The use of Dilantin should be restricted to that group of 
patients who do not respond to less toxie forms of therapy. 


Marcy State Hospital 
Marcy, N. Y. 
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A CONTRIBUTION TO THE PROBLEM OF ALCOHOLIC 
DETERIORATION* 


By JOHN J. DOREY, M. D., WERNER HAMBURGER, M, D. and ROBERT B. 
SAMPLINER, M. D. 


It is a common psychiatric concept that prolonged aleoholie in- 
dulgence may lead to an organic dementia, so-called ‘‘aleoholie 
deterioration.’’ Most textbooks and authorities, however, give 
rather ambiguous descriptions of the entity. In clinieal psychiatry 
patients suffering from this condition are seen infrequently. <A 
careful study of this entity with an evaluation of symptomatology, 
differential diagnosis, and frequency of occurrence seems to be 
indicated and of definite value for a clarification of psychiatric 
thought upon this problem. We have, therefore, undertaken a 
study of all cases diagnosed ‘‘alcoholic deterioration’’ admitted 
to the Utica State Hospital during a period of ten and one-half 
vears. This study has been made in order to compare the clinical 
symptomatology with the symptoms commonly listed in textbooks. 
By taking into consideration the entire course of the case, we have 
been led to the belief that some diagnoses might require revision 
hecause the end results revealed that the criteria of the entity 
aleoholic deterioration were not always fulfilled. Furthermore, 
the older concept that aleohol is an important etiological factor in 
the production of various physical and mental diseases is gradually 
being modified. It is now generally agreed that in various econdi- 
tions which were formerly thought to be due to aleohol, the aleohol 
is not the cause but merely a contributory factor.’ 

Along this line of thought, we have approached the problem with 
the critical view that what was formerly considered to be aleoholie 
deterioration might be some other form of deterioration with aleo- 
holism playing a secondary role. 

Although the literature on the general subject of aleoholism and 
the commoner forms of alcoholic psychoses is abundant, there 
seems to be a paucity of published material adequately deseribing 
alcoholic deterioration—in most publications dealing with aleo- 
holism but brief reference is made to this diagnostic category. 


*Read before the interhospital conference 


of the upstate hospitals of New York State, Utica, 
N. Y., April 28, 1939 
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Henderson and Gillespie*** speak of ‘‘aleoholic dementia’’ as a 
condition which *‘is usually not admitted till in a fairly advanced 
stage, complicated by arteriosclerosis and memory defect. ee In 
the terminal state of alcoholic dementia the moral and intellectual 
deterioration reaches an extreme degree. Arteriosclerosis com- 
plicates the clinical picture.’’ In still another place the same au- 
thors mention that definite and probably irreversible moral and 
intellectual deterioration occurs in advanced chronie aleoholies. 
White’ says ‘*Chronic alcoholism ... tends to an ever increasing 
dementia, aleoholic dementia. Mental enfeeblement is a symptom 
from the outset and is noticeable at first in the esthetic and moral 
sphere ... Memory is early and noticeably affected ... Judginent 
and the reasoning faculties are similarly enfeebled, until finally 
the most profound degree of dementia is reached, hastened per- 
haps by apoplectic insults, which are not uncommon.’’  Jelliffe 
and White® state ‘‘The mental changes are gradual and progres- 
sive, the intelligence is blunted, the judgment is impaired, the 
moral sense dulled, while actual delusions not infrequently de- 
velop.”’ 

The most satisfactory definition available is that of the Com- 
mittee on Statistics of the American Psychiatrie Association’: 
‘*Under the designation deterioration there may be placed those 
chronic alcoholics who appear to show deterioration not only in 
the moral and ethical senses and in their emotional blunting, but 
also evidence of an organie memory defect.’’ It should be empha- 
sized that the signs of organic sensorial impairment mentioned 
here should be irreversible and clearly attributable to aleohol and 
to no other etiological factor. 

Our study includes all the patients diagnosed ‘‘aleoholie deteri- 
oration’’ who were admitted to the Utica State Hospital between 
July 1, 1928 and December 31, 1938. During this period 5,824 
patients were admitted, 353 of these because of alcoholism. Aleo- 
holie deterioration was diagnosed in only 32 cases, which is 0.54 
per cent of the total admissions or 9.06 per cent of the alcoholic 
patients. Two of this group of 32 were transferred to another 
hospital and are, therefore, unavailable for consideration. The 
remaining 30 form the basis of our study. The cases were con- 
sidered from the following aspects: 
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Familial mental 0) vascular d SEaSeC, O} familial alcoholism. 
Seven records presented no evidence of these factors. Twenty-one 
of the remaining 23 showed a distribution from which no important 
conclusions could be drawn. A high incidence of familial mental dis- 
order was found in one case, of familial alcoholism in two, and of 
familial vascular disease in three cases. In two reeords informa- 
tion was lacking. 

Sex. Five patients were women, 25 were men. 

Correlation of age and physi al liabiliti S. Table 1 was pre- 
pared for the purpose of showing the incidence of physical disease 
and the correlation with the ages of the group studied. On admis- 
sion 21 patients were over 50 years of age and 9 were below 50; 
of the latter, 4 were between the ages of 50 and 40. These figures 
are significant because they mean that the changes incident to the 
later decades of life are to be expected in the majority of our 
patients. The table shows that 21 patients were suffering from 
cardiovascular disease. In this group we have ineluded eases 
showing definite signs of myocardial disease, arterial hyperten- 
sion, peripheral or cerebral arteriosclerosis, or chronie nephritis 
with vascular changes. Among the 9 patients below the age of 
o0 years 7 had cardiovascular changes. Other significant physical 
diseases which were considered to have a possible bearing on the 
mental symptoms were systemic syphilis, cirrhosis of the liver, 


diabetes mellitus, various anemias, and chronie encephalitis lethar- 


T1Cé 
TABLE 1. CORRELATION OF AGE WITH PHySICAL LIABILITIES 

Case Age, 

number years Physical liabilities 
1 31 Cardiovascular disease; anemia; gastro-entcritis. 
2 36 Cardiovascular disease. 
3 38 Cardiovascular disease. 
4 39 Cardiovascular disease; peripheral neuritis. 
5 41 Cardiovascular disease; hypoglycemia. 
6 42 Not significant. 
7 44 Cardiovascular disease. 
8 46 Cardiovascular disease; chronic encephalitis lethargica. 
9 18 Hypotension. 
10 51 Not significant. 
1] 53 Pernicious anemia? Multiple sclerosis? Jaundice; nephritis. 
12 55 Cardiovascular disease. 








724 A CONTRIBUTION TO THE PROBLEM OF ALCOHOLIC DETERIORATION 


Case Age, 
number years Physical liabilities 
13 55 Cardiovascular disease; systemic syphilis. 
14 55 Systemic syphilis. 
15 56 Cardiovascular disease. 
16 57 Negative 
17 57 Cardiovascular disease; systemic syphilis. 
18 58 Negative. 
19 58 Cardiovascular disease; cirrhosis of liver. 
20 58 Pseudoparesis? 
21 58 Negative. 
22 58 Cardiovascular disease. 
23 61 Cardiovascular disease. 
24 62 Cardiovascular disease; anemia. 
25 64 Cardiovascular disease; obesity; diabetes mellitus. 
26 66 Cardiovascular disease. 
27 66 Cardiovascular disease. 
28 67 Cardiovascular-renal disease. 
29 68 Cardiovascular disease; systemic syphilis; asthma; thyroid 
enlargement. 
30 77 Cardiovascular-renal disease; diabetes mellitus. 


Abnormal personality traits. Ten patients presented no abnor- 
mal personality traits; 4 were schizoid, 10 psychopathic, and 6 
showed a combination of schizoid and psychopathic traits. These 
figures are interesting: Ten patients possessed an apparently 
normal personality so far as was ascertained; 20 exhibited defee- 
tive personalities. The question may well be raised, therefore, 
whether alcohol per se was responsible for the aberrations which 
later developed, or whether these were not due to the underlying 
personality. 

Intellectual rating. Seventeen patients were of average intelli- 
gence or above. Four of the remaining 13 were of undetermined 
intelligence; the other 9 were considered to be borderline or below. 

Marital status. Five patients were single; 25 were married, but 
19 of these uncongenially so. The poor marital adjustment of the 
majority is probable further evidence of some defect in person- 
ality. 

Duration of drinking. Twenty-five patients drank for a period 
greater than ten years. 


Duration of mental symptoms. Seven patients exhibited mental 
symptoms for a period of less than one month, 13 of less than one 
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vear, and 8 of more than one year prior to admission. The dura- 
tion of mental symptoms was undetermined in the remaining two. 
In this connection the fact that all but one of our patients had 
been drinking most excessively just before entry assumes great 
weight. Upon admission almost all showed symptoms apparently 
due to acute alcoholism; the chronic symptoms presented them- 
selves only after the acute symptoms had abated. 

Sensorium. Twenty-one patients displayed no gross disturbance 
in orientation and 19 showed no marked memory disturbance. 
Twenty patients, however, revealed gross judgment defects. The 
most important criteria for the diagnosis of alcoholic deterioration 
have been mentioned: Irreversible organic sensorial changes, and 
defects in judgment and moral sense. In this group only 9 pre- 
sented impairment of orientation and only 10 showed gross mem- 
ory defects. Two-thirds of the cases, therefore, lacked the organic 
sensorial impairment which is a cardinal symptom of alcoholic de- 
terioration. Although defective judgment was present in 20 eases, 
it must be remembered that judgment defect is not specific to 
aleoholic deterioration, but also occurs in other mental syndromes. 

Economic decline and moral deterioration. Seventeen individ- 
uals showed a decline in their economic standard and a like num- 
ber showed a change in the ethical and moral spheres and a low- 
ering of cultural standards. In 4 patients the question of eco- 
nomic decline was undetermined. 

End results: Sixteen patients were discharged, all as recovered 
or improved; 4 were paroled or placed in boarding homes, 5 are 
still in the hospital and 5 are dead, These figures are important 
because in true alcoholic deterioration we would expect an irrever- 
sible organic process, a condition which is not fulfilled in the ma- 
jority of our cases, as shown by improvement and recovery. Two 
of the deaths occurred shortly after admission, a factor which in- 
terferes with the proper evaluation of the findings in their cases. 

Diagnosis: In order to diagnose a case as one of alcoholic de- 
terioration, it must be proved that an actual deterioration is pres- 
ent and that this deterioration is due to aleohol. In reviewing the 
material we found no signs of irreversible organie change in a 
large percentage of the cases. This group, therefore, presented 
no true deterioration but consisted of psychopathic personalities, 
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chronic alcoholics, or other types. Furthermore, of those who were 
deteriorated, many had other causes which might account for the 
deterioration, such as cerebral arteriosclerosis, senile psychosis, 
schizophrenia, and other diseases. Only 3 cases seem to fulfill 
the requirements for a diagnosis of alcoholic deterioration. How- 
ever, one of these patients has not been in the hospital for a suff- 
cient time to preclude improvement. Another, although dis- 
charged as improved (which fact would throw doubt on the diag- 
nosis), had persistent memory defects, and was discharged against 
advice under bond. The third, at the present time, offers evidence 
of organic deterioration. Ilowever, we note that on a previous 
admission he was also diagnosed alcoholic deterioration and was 
later discharged as recovered, Upon his present admission he was 
first classified under delirium tremens, a diagnosis which was sub- 
sequently changed to alcoholic deterioration. Table 2 shows the 
diagnoses that we have found to be most likely in our cases. 


TABLE 2. REVISED DIAGNOSES IN THIRTY CASES OF ‘‘ ALCOHOLIC DETERIORATION’? 


Diagnoses Number 
PPORODOLNEE  DOTHOMAIIY sa.55s.6:6.000 56 080344094 4A 04 sea e604 1] 
Cerebral arteriosclerosis (1 with systemic syphilis) .......... 3 
EEE SEROCRURUNOEE: 5:5 idx cw ass.e wad owmdiciwe obs ews dA wee ene 3 
NINE IINIIIEN 6 oot a lence aie eed Wad be ae RR cee aes 2 
Cardiovascular-renal disease (1 with cirrhosis of liver) ...... 2 
Schizophrenia (1 each of the hebephrenic and simple types 

Se NNEO SNMIOOR vig ceo-u-5aiara dies 'Stdia d,s 464 oe we wa moe 2 
eI URINONANIIUN INR 5 65 54 56s 5 sos wiecaria Bb 0. ein 4 id: dw oon ib wa eee A ot oO 
CRI EINE UNNI aa ana od nde mek Gnarb Wth Saw ik wah ww eee was weal 1 
Chromic encephalitis lethargica 2... ..ccscccccesscvccceveces 1 
Psychosis with other somatic diseases .........cccscecesecs ] 
MY ROUL PEYCROSIC, QICONOUBIM 6 6.6 o.6.6.000< 9000 005s 00060 608 0% I 


Four REPRESENTATIVE CASES 
1. F. J. This patient, who is a 5l-vear-old man, is said to have been 
‘*babied’’ by his mother in his early life. He entered college and was con- 
sidered to be a brilliant student. Beeause of some minor trouble there, he 
quit and started to work for his father in the milk business, making a com- 
fortable living. He was married at the age of 31. He drank moderately 
throughout his adult life. Two years prior to admission he opened a restau- 


rant and began to drink excessively. Interest in his work was lost, he showed 
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poor judgment in money matters, became repetitious, and suffered lapses of 
memory. Finally paranoid delusions developed and he beeame increas- 
ingly irritable and threatening, particularly towards his wife. He was 
admitted to the Utica State Hospital in a state of excitement. Physical 
examination revealed no abnormalities except for moderate eardiae en- 
largement, a history of loss of weight, and insomnia. He admitted exces- 
sive aleoholism and discussed his domestic difficulties. No hallucinations 
were elicited. There was some impairment of the memory for recent 
events. He could not solve the sin pric interest problem and could not 
remember a brief story read to him Intellectually he had been consid 
ered average. Following admission he was restless for a short time. After 
the effects of acute aleoholism had subsided, a definite sensorial impair- 
ment was noted to persist He was forgetful, disoriented, repetitious, 
and at times confused. His behavior on the ward was childish and his 
judgment defective. After one month he was discharged against advice, 
condition on discharge improved. Immediately after his discharge he be- 
gan again to drink excessively, showed poor judgment, defective memory, 
and inability to concentrate, gave the wrong change to his customers, and 
again developed his former antagonistie attitude towards his wife. After 
several quarrels and threats of violence he was readmitted to the Utica State 
Hospital. On entry he admitted his overindulgence in aleohol, but 
blamed his wife for all his troubles. Physically he showed marked gen- 
eralized tremors. After recovering from the acute effeets of alcohol, he 
was cooperative and agreeable. However, the aforementioned memory and 
judgment defects persisted and there were times when he appeared con- 
fused. After three months he was paroled. Immediately after his return 
home he began to drink again. He became abusive towards his wife, 
threatened violence, and was unable to work. His wife deseribed his judg- 
ment as distorted, his memory as grossly impaired, and his behavior as 
childish. Upon his return to the hospital, he was emotionally unstable and 
his defective memory was quite evident. He was discharged as improved, 
under bond, after the hospital authorities had refused to discharge him. 
Diagnosis on both admissions was alcoholic deterioration. 


The above case seems to fulfill all the requirements of the en- 
tity under consideration. The patient, as a result of chronic and 
excessive indulgence in alcohol has regressed to a lower moral, 
social, and economic level, and has developed definite signs of or 
ganic sensorial impairment. 


OCT 1939—1 
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2. A. J.C. This patient is a white male, 58 years of age, whose father 
died accidentally before A. J. C.’s birth and whose mother became psy. 
chotie. After the death of his father the mother remarried and bore eight 
children, one of whom was psychotic. As a result of the seeond marriage 
the patient was treated as an ‘‘outeast’’ and was forced to work on various 
farms. He had little contact with his mother and little schooling. At the 
age of 25 he married and soon showed his violent temper. He beat his 
wife, kicked the children, abused the animals, was boastful, worked spas- 
modieally, but rarely demonstrated his irascibility to outsiders. He was, 
on the contrary, sociable and very religious; he attempted to convert other 
people to his religion and if they were unconvineed he became excited and 
angry. Five years before his entry to the Utica State Hospital he began 
to drink heavily, had become indolent and careless, and had shown poor 
financial judgment before this time. For the two vears prior to entry he 
had been intoxicated every day. Due to the patient’s heavy expenditures 
on liquor, the farm was mortgaged and numerous debts were contracted. 

For ten years prior to admission he had done no heavy work. He com- 
plained of abdominal pain and severe frontal headaches. Seven years 
previously a cholecystectomy was performed with but little relief. Dur- 
ing the winter prior to hospitalization he gained 50 pounds and suffered 
from anasarea. For two months prior to entry he complained of diplopia. 
During the last five years he had bragged about his sexual conquests, and 
had accused his 16-year-old son of incest with the daughter. For three 
years he had talked about his own intimacy with his daughter, and this was 
later verified. He forced his wife to commit fellatio with him, and his 
son to have intercourse with the mother. For the past two months he had 
feared the dark, had threatened to kill himself and the family. On the day 
before admission he ranted all day about their poverty and about incest. 
He struck his wife and son, and, because of his conduct, it was decided to 
hospitalize him. At the hospital he was found to have a right pupil larger 
than the left, but a normal light reflex, unsteady gait, and a negative blood 
Wassermann. Mentally he was slowed but clear in sensorium and without 


any definite psychotic symptoms. His intelligence was average. His ad- 
justment to the hospital was good and he was paroled, but did not adjust 
well at first and was returned on two occasions. Finally, after a year of 
successful trial on parole, he was discharged as much improved. 

This patient’s obvious psychopathic personality was released by 
the alcoholic indulgence. No evidence of organic deterioration 
was ever present, 
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8 (¢. 8S. This patient was a 58-year-old man whose brother was alco 
holic. The patient had a common school education and worked all his life 
as a printer. He held one job for 30 years and worked at it until one 
vear prior to admission. He lived in comfortable economie circumstances, 
ai alone following the death of his wife. He became sleepless, restless, 
shaky, worried, and unable to work. <A friend stated that he had indulged 
in aleohol for at least 20 years, and excessively for four years prior to ad- 
mission. There has been a gradual decline in his behavior and social and 
cultural standard. He became dirty and unkempt, and lost his job be- 
cause of his aleoholic habits. He is said to have had six attacks of delirium 
tremens during the 18 months prior to his admission. He was hospitalized 
two weeks in a general hospital because of ‘‘chronie aleoholism’’; he be- 
came unsteady on his feet, confused, talked to himself, and was apparently 
hallucinated in the visual and auditory fields. He was taken to the county 
home and thence to this hospital. Marked tremors and an odor of paral- 
dehyde were noted at the time of admission. Physically he was under- 
nourished and was suffering from cirrhosis of the liver, chronie myocarditis 
with decompensation, and chronic nephritis. His speech was defective and 
Romberg was positive. A marked leucocytosis was present. Mentally he 
was agreeable and expressed no especial trend. He denied ever having 
been intoxicated. He was correctly oriented, had a good memory, showed 
good retention, and was considered of average intelligence. Counting and 
ealeulation were poor and his judgment was considered only fair. Follow- 
ing admission he presented marked jaundice, ascites, and dyspnea. His 
sensorium continued clear; he was in good contact. During his presenta- 
tion in staff meeting, however, he seemed disoriented and a tendency to fab- 
ricate was noted. Nine days after the staff presentation he died as a result 
of the above mentioned physical liabilities. 

This patient was a chronic aleoholic who had had six attacks of 
delirium tremens in the past. The reaction prior to his admission 
here seems to have been an acute episode in a chronie alcoholic, 
possibly another attack of delirium tremens. It is to be noted 
that this patient showed no sensorial disturbances until nine days 
prior to his death, after his recovery from the acute episode. The 
various physical liabilities—liver cirrhosis, nephritis, and accom- 
panying toxemia—present a satisfactory explanation for the sen- 
sorial impairment which he had shown shortly prior to his death. 
This case does not seem to fulfill the diagnostic requirements of 
the entity under consideration. 
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4. K. H. This patient is a woman of 36 years, in whose family th 


maternal grandfather and aunt were alcoholic and whose maternal and 
paternal uncles were aleoholic and suicidal. Her father, a banker, had 
given her every material advantage. As a child she did not like girls’ games 
but preferred those of boys. She was her mother’s favorite and felt that 
her father did not understand her. She liked writing poetry, and was 
viven a university edueation, and then returned to work in the bank. 
She had many ‘‘crushes’’ on women, was jealous of them, and wanted 
children ‘‘ without marriage or a man.’’ She enjoyed an active social life 
and was quite popular. At the age of 29, after taking two cocktails for 
the first time and finding that she liked them, she started to drink exces. 
sively, and soon was drinking any form of alcohol which she could obtain. 
She was hospitalized several times in order to break the habit, but without 
success. While sober or intoxicated she talked of suicide and once drove 
her car to the river, undressed, and drove home. After her mother’s death 
she sat on the porch undressed anticipating pneumonia. Because of her 
excesses and depression over the death of her mother she was hospitalized. 
In the hospital she was found to have a tremor of her tongue and fingers, 
increased deep reflexes, intermittent claudication, and an irregular pulse, 
Mentally she was found to be superficial, evasive, scattered, and cireum- 
stantial. She exhibited occasional blocking, particularly on sexual ques- 
tions. Her mood was inadequate, she denied hallucinations and delusions, 
but thought her name was ealled during the examination. She talked of 
suicide and denied being a ‘‘man-hater’’ but said she had never been in 
love. She was self-pitying and tearful. Her sensorium was intact but her 
mental capacity was lowered and she had no idea of percentage, despite her 
education and experience. Her attention was not sustained. She was rated 
as having average intelligence and poor insight and judgment. Later dur- 
ing her hospital stay she was overconscientious, sensitive and apprehensive. 
About two months after admission she began to improve. She was paroled 
five months after admission and made a good adjustment. Within four 
months, she went to live with a female friend in another city and adjusted 
well there, but drank whenever she returned home. She was discharged in 
one year as recovered, 

Aleoholism seems to be a symptom rather than the cause of this 
patient’s difficulty. There was no evidence of organic memory de- 
fect. Scattering, evasiveness, superficiality and poor judgment 


predominate in the mental picture. This is apparently a case of 
dementia precox, simple type. 
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The cases described represent a cross section of the patients 
who were diagnosed alecoholhe deterioration. The histories and 
comments will clarify our concept of aleoholie deterioration and 
our reasons for questioning the diagnoses in other eases, Cases 
2 to 4 inclusive illustrate the pitialls and difficulties encountered 
in properly interpreting the findings. 


SUM MAR\ AND CONCLUSIONS 


1. All the cases diagnosed alcoholic deterioration over a 1014- 
vear period, have been reexamined with a view of clarifying the 
syndrome of aleoholic deterioration. A critical evaluation of all 
case records was made, and those patients still available were per- 
sonally examined. The study includes 32 patients, that is, all 
eases so diagnosed in a total of 5,824 admissions. Two patients 
were excluded because they were unavailable. 

2, The eriteria for a diagnosis of aleoholie deterioration have 

heen discussed. 
3. It has been shown that most of the cases so diagnosed do 
not fulfill the requirements of the entity, but seem to belong in 
other diagnostie rroupings psychopathie personality, schizo- 
phrenia, cerebral arteriosclerosis, and others. 

4. Four illustrative cases have been described and discussed. 

» Only 3 cases of the 5,824 admissions or 0.51 per cent seem to 
fulfill the criteria of alcoholic deterioration and even in these there 
is an element of doubt present. 

6. The diagnosis of aleoholic deterioration is difficult to make 
within the first few months after admission. 

7. Aleoholic deterioration is a much rarer entity than it is eom- 
monly held to be. 

Utica State Hospital 

Utica, New York. 
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PERSONALITY IN ALCOHOLIC DISORDERS: ACUTE HALLUCINOSIS 
AND DELIRIUM TREMENS* 


By NEWTON J. T. BIGELOW, M. D., SAMUEL R. LEHRMAN, M. D., 
and JAMES N. PALMER, M. D. 


There are current certain impressions regarding the personality 
of those who react unfavorably to alcohol. Schilder’ has expressed 
in a general way the present-day concepts: ‘*The alcoholic suf- 
fers deeply from a social insufficiency. He is not capable of com- 
ing close to other human beings and is conscious of it. . . . This 
constant social tension is relieved through alcohol, which gives the 
individual the feeling of being loved and being lovable. Only then 
is he able to give love to others.’’ Menninger’ narrows this con- 
cept to some degree, in following Knight. He emphasizes the fixa- 
tion upon orality arising from infantile deprivation of the breast. 
The alcoholic seeks to regain the breast and at the same time at- 
tempts to punish the parents. This aggression is turned upon 
himself. Aleoholism then becomes a form of chronic suicide, 
Allen’ groups the alcoholic into psychoneurotic and psychopathic 
classifications, citing prognostic implications. Binswanger‘ states 
directly: ‘‘Psychopathy is the most important predisposing fac- 
tor in aleoholism.’’ Crowley’ has presented an excellent review of 
the development of the several psychoanalytical contributions to 
the problem, stressing those of Rado and Glover particularly. It 
is interesting that Wittman’ confirmed in part the general psycho- 
analytical conception by the application of a scale based upon 
self-estimates of traits in chronic alcoholics and in a control group. 
Davidson’ refers to schizophrenia, agitated depression and ‘‘in- 
volutional episodes’’ in discussing acute hallucinosis-like syn- 
dromes. In estimating the personality of his patients he states: 
‘*There was a lack of elasticity of affectivity apparently interfer- 
ing with adjustment and tolerance, which in turn also limited 
compensation.’’ 

Most writers have tended to place all aleoholies in one person- 
ality category. For the psychoanalyst it has been the orally fix- 
ated, for other psychiatrists the psychopathic or psychoneurotie 


*Read in summary before the interhospital conference of the N. Y. up-state hospitals, Utica, N. Y., 
April 28, 1939. 
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groups. That there may be a personality variation differentiating 
the individual alcoholic who reacts with delirium tremens from 
another who presents an acute hallcuinosis has long been held. 

Kirby* pointed out, in 1916, the obvious physical and psychiatric 
signs and symptoms denoting the toxic etiology of delirium tre- 
mens. In contrast he emphasized the absence of these factors in 
acute hallucinosis, demonstrated the frequent emotional precipi- 
tating factor, and argued that this disorder should be grouped 
with the constitutional reaction types. Fourteen of his 102 cases 
were clearly schizophrenic upon revaluation, one was a manic-de- 
pressive (7 additional showed manic-depressive features) and two 
presented a transition from acute hallucinosis to dementia pracox. 
(Actually the merging of apparent acute hallucinosis into schizo- 
phrenia is a matter of common observation). Curiously enough, 
in discussing the recovered group, after insisting upon the fune- 
tional etiology, Kirby noted that abstinence appeared to be an 
absolute prerequisite for recovery. Ile also held that all these 
patients were of good personality makeup and added that a homo- 
sexual trend was not bad prognostically. Regarding the factor 
which causes one patient to develop delirium tremens and another 
acute hallucinosis, he concluded that it is due ‘* probably to a spe- 
cial predisposition which individuals have for the development of 
one or another type of disorder.”’ 

Schneider® believed that the alcoholic hallucinoses were purely 
functional, allied to the manic-depressive reaction, and ‘‘separate 
and distinct from the toxic Korsakow and delirium tremens.’’ His 
study convinced him ‘‘that the makeup is, in the majority, jolly, 
open, sociable, rather excitable and distinctly frank.’’ He also 
emphasized ‘‘that there is always a precipitating shock exclusive 
of aleohol.’’ Because of the makeup, the age at onset, the etiology, 
the acuteness of onset, the short duration, the complete recovery 
with unusually good insight, and interest and confidence in the 
future, Schneider was unable to classify aleoholie hallucinosis with 
dementia preeox. Finally he stated: ‘‘Hallucinosis is produced in 
the same person with alcohol at one time, without it at another. 
Hallucinoses, identically the same in course and outcome as those 
‘alled aleoholic, are frequent in which aleohol ean be absolutely 
excluded.’’ A review of Schneider’s cases illustrating the latter 
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group makes one feel that now they would probably be classified 
as catatonics. And indeed any review of records of that day also 
indicates a tendency to place in the manic-depressive classification 
reactions which now would be considered eatatonie. Further, the 
writers have under observation currently the 17-year-old daugh- 
ter of a hebephrenic father and psychopathic mother. This gir] 
recalls hallucinated episodes from her twelfth year onward. At 
the hospital she has presented a series of reactions apparently 
catatonic, of abrupt onset, from which she recovers with insight 
in as little as 48 hours. During these attacks there are vivid audi- 
tory and visual hallucinations, fear, excitement and a clear sen- 
sorium. The paranoid trend is threatening and defamatory, 
Vith an alcoholic history, an isolated attack in such a patient 
might well be labelled acute hallucinosis. 

Rosanoff'’, too, considers some cases of alcoholic hallucinosis to 
be purely constitutional. THis attitude toward delirium tremens 
is directly antithetical. He follows Joffroy in considering delirium 
tremens to be an organic disease caused by alcoholism plus in- 
fection. Curran" also holds to this conception. Similarly Bleu- 
ler’? terms delirium tremens an organic disorder, but has this to 
say about acute hallucinosis: ‘‘In eases with the ordinary sub- 
acute course which I have seen so far, I could always demonstrate 
with certainty or great probability that besides the alcoholism a 
long standing schizophrenia was present. The (rare) acute at- 
tacks in my experience were all at least a little abnormal in the 
direction of schizophrenia, although the connection here was less 
plainly pronounced.’’? An appended footnote may be reproduced: 
** Alcoholic hallucinosis could therefore be a mere syndrome of 
schizophrenia induced by aleohol.’’ 

Perhaps, on the basis of the above, delirium tremens has been 
considered a reaction of the so-called ‘‘normal’’ individual to ex- 
cessive alcoholic intake. On the other hand the personality which 
develops acute hallucinosis is conceived to be schizoid. 


In an attempt to evaluate these contentions, a study was made 
of the files pertaining to those patients admitted to the Utica State 
Hospital during the past 10 years, subsequently diagnosed acute 
hallucinosis and delirium tremens. It may be noted that acute 
hallucinosis was found twice as frequently as delirium tremens. 
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For this study the last 50 cases of each group were used, after 
disearding 10, in which the anamnesis was too inadequate or the 
diagnosis open to doubt. History ot alcoholism, acute onset, 
clarity of sensorium, typical trend with fear, and recovery were 
the criteria upon which a diagnosis of acute hallucinosis was made. 


As objectively as possible, a survey of 


the personality traits in 
this group of 100 patients was made. ‘Traits not definitely de- 
scribed were recorded as ‘‘unascertained.’’ The trend and de- 
scription of the postpsychotic personality were employed only for 
confirmation. A list of qualities, derived from several sources, 
3.14, 1° was compiled, and is embodied in the table on pages 736-7. It 
was felt that the qualities should be descriptive of the personality 
and accessible in the usual record. For these reasons certain traits 
originally included were deleted. 

It may be well to define some of the descriptive terms. An ade- 
quate sexual adjustment was considered to be one in which there 
was concrete evidence of adult heterosexual activity, despite the 
civil condition, with partners of comparable status. Filial de- 
pendence implied residence in the parental home or with a paren- 
tal surrogate; it included financial and emotional dependence. 
Oralitvy was charted when overtalkativeness, vocal abuse, overeat- 
ing, chewing habits, and preoccupation with the mouth, exclusive 
of aleoholism per se, existed. Evidences of the oral character in 
the psychoanalytic sense were not admitted as oral traits. A defi- 
nite preference for the company of the same sex, with or without 
perversive activity, connoted homoerotism. The individual’s af- 
fective response was considered abnormal when emotional lability, 
irritability and instability of behavior were reported. One whose 
alcoholism disrupted his social and economic adjustment was con- 
sidered to exhibit a pathological response to aleohol. Heteroero- 
tism meant more than sexual adjustment; it implied apparent psy- 
chosexual maturity. <A period of consequent unconsciousness was 
the criterion for the inclusion of a case as one of head injury. 
Caution was exercised in discriminating between prepsychotie per- 
sonality traits and symptoms of the mental disorder. 

In the table, a statistical comparison of the incidence of these 
traits in the two groups has been presented. 
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to PERSONALITY IN ALCOHOLIC DISORDERS 


A composite picture of the typical personality of the individual 
who develops acute hallucinosis can be drawn from this table. The 
average age of onset of the first attack is 39 years, Intellectual 
endowment is average and economic adjustment marginal. There 
is a striking lack of marital and sexual adjustment. The individual 
is highly narcissistic and is in large degree dependent upon his 
family. Oral traits are not frequent nor are hypochondriasis and 
scrupulosity. The individual tends to be nonaggressive. He shows 
definite evidence of homoerotism and increased affective response, 
Lack of activity, gregariousness, adaptability, and communicative- 
ness are obvious. Ileteroerotism is conspicuously absent. A patho- 
logical response to alcohol is common. It is not infrequent that 
his family is aleoholic and he is notably a solitary drinker. 

A similar picture of the personality which reacts to aleohol with 
delirium tremens can be projected from the same source, The 
average age at onset of the first attack is 43 years. The intellectual 
level ranges within average limits; economie adjustment is mar- 
ginal. <As in the former case, marital and sexual adjustment are 
notably deficient. Narcissism is pronounced, and familial depend- 
ence less so than in the comparable individual of the other group. 
Oral traits are frequent and hypochondriasis somewhat more com- 
mon. Aggressiveness occurs more often. Homoerotism and in- 
creased affective response are pronounced features. The delirium 
tremens type is an active individual. Lack of gregariousness is 
not as conspicuous here as in the prototype of the first group. 
Adaptability, although not usual, is more apt to be present. The 
individual is not undercommunicative. There is little heteroero- 
tism. Pathological response to alcohol is a rather constant con- 
eomitant. More frequently, the family history for alcoholism is 
positive. In this instance, too, the individual is a solitary drinker. 


CoMMENT 


The usual anamnestic personality study is often unsatisfactory 
for a dynamie approach to the patient. Too frequently it is not 
supplemented by an inquiry into personality traits, when the pa- 
tient has become accessible. Admittedly positive findings have 
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therefore at times been meagre. Ilowever, from a negative stand- 
point it is fair to assume that in many instances when a given trait 
was unascertained, such trait was not prominent. 

It may be significant that oral traits are not pronounced in acute 
hallucinosis. This tends to be at variance with the psychoanalytic 
conception of alcoholism in general. It might be explained in part 
on the basis of a preoral regression, in that this reaction is held 
to be allied to schizophrenia. That certain cases indistinguishable 
from acute hallucinosis may in reality be catatonic reactions has 
been suggested. Ina further attempt to confirm this relationship, 
the prepsychotic personality traits of catatonics as described by 
one of the authors’ were compared with those of the present 
group of acute hallucinosis. Traits in common included: narcis- 
sism, filial dependence, seclusiveness and feelings of inferiority. 
Poor marital adjustment was also a common finding. However, 
evidences of anal erotism, hypochondriasis and inflexibility were 
lacking in the group later presenting acute hallucinosis, while 
homosexual traits were more prominent. 

The age at onset in this series was later than that reported by 
Bleuler’’ for both classifications, and his statement regarding the 
higher trequeney in women of acute hallucinosis over delirium 
tremens could not be substantiated. Of 14 women in the present 
series, nine were found in the delirium tremens group. 

Of the 100 cases studied, a history of head injury was obtained 
in 15. There were no significant data relative to body build. 


CONCLUSIONS 


1. Contrary to some opinion, the differential diagnosis between 


delirium tremens and acute hallucinosis ean place little emphasis 
upon underlying personality, as well as could be determined in the 
present study. It may also be stated that some of these cases pre- 
sented typical hallucinosis on one admission and delirium tremens 
upon another, as has been observed by others.® 

2. Few contrasting findings appeared. Oral traits, relative in- 
dependence of family, activity, adaptability, and communicative- 
ness occurred more frequently in those individuals who developed 
delirium tremens. 
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Considering the findings for the entire series, in which such 


traits as narcissism, marital and sexual maladjustment, oral traits, 


filial dependence, lack of aggressiveness, diminished heteroerotic 


interest, seclusiveness, morbid affective response, homoerotism, 


pathological response to alcohol, and solitary drinking were fre- 
quent, one sees the fundamental abnormality of the alcoholic per- 
sonality. Thus it cannot be said that delirium tremens may be a 
reaction of the so-called normal individual to excessive alcoholic 
intake. However, it may be that the presence of oral features 
makes this personality reminiscent of that of the manic, and ac- 
cordingly perhaps more ‘‘normal.’’ 


Utica State Hospital 
Utica, New York 


10. 


11. 


13. 


14. 


15. 
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PART II 
IN TRIBUTE TO RICHARD H. HUTCHINGS 
BIOGRAPHICAL ARTICLES 


AND 
PERSONAL TRIBUTES 








APOLOGIA 


It is a hard thing to conspire against your superintendent. 

The sin was even more heinous when Mr. Cantzlaar, the editorial 
assistant, and the writer as associate editor were at the same time 
conspiring against the editor of this journal. It is true that we 
were aided and abetted by Doctor Cheney, the senior associate on 
the board, and that we hastened to secure Doctor Tiffany’s appro- 
bation. 

Thus fortified, and with tentative plans well laid, we quietly 
informed Doctor Hutchings that this issue of the Psycutatric 
QUARTERLY Was to be dedicated to him. For once he was completely 
nonplussed and shaken from his usual aplomb. However, our 
position then was impregnable. 

Sole credit for this issue belongs to the contributors, who re- 
sponded with enthusiasm to the announcement of the project. To 
them the board wishes to voice its appreciation. 

It is a matter of genuine satisfaction to the board too, that Doe- 
tor Hutchings, despite his retirement from the service, will con- 
tinue as editor of the PsycHtarric QUARTERLY. 


Newton J. T. BiGELow 


ocT.—1939—s 








RICHARD H. HUTCHINGS---A BIOGRAPHICAL SKETCH 


By CLARENCE O. CHENEY, M. D. 


Richard Henry Hutchings was born in Clinton, Georgia, August 
28, 1869. His father’s family had migrated from Virginia some 
time after the Revolution and were pioneers in Georgia. His 
mother, Cornelia Greaves, came from a family prominent in the 
affairs of Georgia and Alabama. Because of the ravages of the 
Northerners during the Civil War on the estates of his father, the 
young Richard was moved with his family, a few weeks after his 
birth, to Macon. Richard Henry was the youngest of six children; 
two brothers had died in infaney. There were three older sisters 
who influenced the interests and career of Richard Henry. His 
father died when the boy was 5 years of age. He attended a small 
private school at Macon; at the age of 14 he entered the Middle 
Georgia Military School at Milledgeville and was graduated in 
1887 at the age of 18. After a year in Georgia University pre- 
paring for the study of medicine, Richard Henry entered Bellevue 
Medical College, where he received the degree of Doctor of Medi- 
cine in 1891. 

During the summer prior to graduation, Doetor Hutchings had 
substituted in an internship at the Almshouse Hospital, Blackwell’s 
Island, Later, upon graduation he accepted an appointment there 
for a year, at the end of which time Dr. Macy offered him a post 
at the City Asylum on Ward’s Island. Thus, in April, 1892, Doe- 
tor Hutchings embraced psychiatry as his professional career. 
Within a few weeks after his appointinent, however, Doctor Macy 
recommended him to Doctor P. M. Wise, then superintendent of the 
new State hospital at Ogdensburg. Doctor Hutchings accepted 
the invitation of Doctor Wise and became a member of the staff 
of St. Lawrence State Hospital, May 24, 1892. He passed rapidly by 


promotion through the various grades and in September, 1903, 
was made superintendent. Ile was at that time 54 years of age. 


To my knowledge no more vouthful superintendent has ever been 
appointed in the New York State hospital service. 

Under Doctor Hutchings’ superintendeney the hospital grew in 
the number of its patients and in its efficiency and facilities. The 
first clinic held regularly for community advice and treatment in 
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a New York State hospital was initiated in 1909 by Doctor 
Hutchings in the St. Lawrence State Hospital. He was a pioneer 
also in the organization of habit training and recreation for other- 
wise idle patients. Ile established a kindergarten class with a spe- 
cial teacher, and appointed a qualified person to disseminate music 
throughout the hospital. 

Following his discussion in 1907 on the preparation of annual 
reports before the conference of the then State Commission in 
Lunacy, Doctor Ilutchings was appointed chairman of a committee 
to revise the statistical tables and make recommendations for the 
preparation of these reports. This committee became the Commit- 
tee on Statistics and Forms of the department and Doctor Huteh- 
ings continued as its chairman up to the time of his retirement. 

Karly in the World War Doctor Hutchings volunteered his serv- 
ices, WaS commissioned a captain of the Reserve Corps and in 
August, 1917, was ordered into active service. He was promoted 
to the rank of major, and was assigned to Columbia, S. C., to 
examine the 8Ist Division. In January, 1918, he was transferred 
to the Oifice of the Surgeon General in the Division of Special Hos- 
pitals for Reconstruction, representing neurology and psychiatry. 
In July, 1918, he was designated Chief of Neuropsychiatry of Gen- 
eral Hospital No. 31 at Plattsburg Barracks, New York. He con- 
tinued in the service until February, 1919. 

Meanwhile the invitation to come to the Utica State Hospital as 
superintendent was extended to Doctor Hutchings. At that time 
the proposed institution at Marey was under consideration. Be- 
cause the possibilities of the development of a new large hospital 
appealed to him, he accepted the appointment and left Ogdens- 
hurg, April, 1919, to take up his duties as superintendent at Utica. 
Under his direction the Marey State Hospital was constructed and 
developed until in 1931 it was made a separate hospital by legis- 
lative action. 

At Ogdensburg, Doctor Hutchings was keenly interested in the 
education of nurses and the training school there had developed 
toa high degree of efficiency. Soon after coming to Utica, he par- 
ticipated in the organization of the Central School of Nursing in 
which the State Hospital nurses receive their preliminary instruc- 
tion with pupil nurses of the general hospitals of Utica. He was 
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presently elected chairman of the executive committee of that 
school. More recently he has given strong support to the train. 
ing of affiliating nurses at the Utica State Hospital. As a result, 
the training school at Utica has been an outstanding one in the 
State. Utica was also selected as one of the comparatively few 
state hospitals where psychiatric social workers might augment 
their didactie study with field work. 

The medical students of the School of Medicine of Syracuse Uni- 
versity had benefited since 1908 from Doctor Hutchings’ lectures in 
psychiatry. He continued his teaching after he came to Utica, add- 
ing clinical demonstrations at the hospital. At the time of his 
retirement he was professor emeritus of clinical psychiatry of that 
college. 

Doctor Hutchings has always had an interest in community ac- 
tivities and public welfare. At Ogdensburg he was recognized by 
the community as one of its outstanding citizens. Such recognition 
has continued in Utica not only from the medical profession but 
from others who are imbued with humanitarian principles. He 
has been president of the Associated Charities of Utiea, (now 
“amily Welfare Association), president of the Utica Torch Club, 
and for many years has been a member of the local Rotary Club. 

The Psychiatrie Word Book, which has passed through six edi- 
tions, is an outstanding contribution by Doctor Hutchings to psy- 
chiatry. In 1935 he was persuaded to accept the editorship of the 
Psycu1atric QuarTERLY, the publication of the State Department 
of Mental Hygiene. Under his aegis this publication has increased 
materially in value and interest. It is not feasible here to list his 
numerous articles on the care and treatment of the mentally ill. . 

On September 6, 1893, Doctor Hutchings married Lillie Beall 
Compton whom he had first met when a boy in Georgia. Three 
children were born to them. The first was Richard Henry, Jr., 
who studied medicine at Syracuse University, entered the State 
Hospital service and held the position of first assistant physician 
at the Harlem Valley State Hospital at the time of his death in 
1938. The second, Charles Wyatt, likewise followed his father’s 
profession. He is at present senior assistant physician at the 
Marey State Hospital. Dorothy Compton Hutchings, the third 
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child, has also chosen the field of psychiatry for her career, having 
entered psychiatric social work alter graduation from Mary Bald- 
win College. At present she is a member of the social service staff 
of the Utica State Hospital. 

This brief sketch of some of the events in the life of Doctor 
Hutchings cannot give a picture of him as aman. Only those who 
have had the privilege of knowing him and of being associated with 
him can appreciate the keenness of his mind, his indefatigable en- 
thusiasm in many fields and his genial, kindly interest in people. 
Physicians, and others who have been trained under him have 
shown the benefit of this training in their subsequent careers. 
There are many such not only in New York State but throughout 
the country who look upon their contacts with Doctor Hutchings 
not only as happy periods but also as fruitful epochs in their lives. 
The present writer, who is among those fortunate ones, believes 
that the former associates of Doctor Hutchings join wholeheart- 
edly in wishing for him many years of activity as well as the 
satisfaction that will come to him from a serene contemplation of 
his many achievements. 








RICHARD H. HUTCHINGS---ADMINISTRATOR 


By FREDERICK W. PARSONS, M. D. 


Doctor Hutchings retires after a long and distinguished state 
service. Those who know will say he was a good administrator, 
Of that there is no doubt and it is a pleasant speculation to analyze 
his character and his work to see why he merits that distinction, 
There are different standards by which administrative work ean 
be judged and found worthy of emulation. Those of Doctor 
Ilutchings will be taken as the ideal. 

Kirst, a deep and abiding interest in the welfare of his patients 
based on sincere sympathy for the sick person and a complete 
realization of what the illness means for the members of the pa- 
tient’s family. Next, a loyalty to the group, in this instance the 
Department of Mental Hygiene, and an interest in those who help 
him in his work. Lastly, the upkeep of the plant in which the work 
takes place. These qualities were strikingly shown by Doctor 
Hutchings. 

His interest in his patients was manifested daily. He had a 
warm heart, and a cool head to keep his decisions within bounds. 
Ile was never satisfied with the results of today and eagerly looked 
into the future when most men of his years were content with the 
present. To him there were no ‘‘good old days.’? The additional 
labors he undertook were amazing. When he did not set the pace 
he kept up with current psychiatric progress and his mind was 
ever alert for deeper learning. This was for the one purpose ot 
being able to do more for his patients. 

To the hospital personnel he was just. He was tolerant of trifling 
shortcomings if these lapses did not involve the patients, and he 
allowed and encouraged extraordinary initiative. To those who 
were able to push forward he gave ample scope and took the keen- 
est satisfaction in their progress. His interest was that of the 
wise father, not urging beyond ability and gently restraining the 
overenthusiastic. He ran a happy hospital. He was not always 
in evidence but everyone knew he was there and that praise and 
blame would be dispensed justly. This the employees never ques- 
tioned. To his physicians he was an inspiration. Six superin- 
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tendents grew up under his direct influence and the mark of Doctor 
Hutchings is upon others on their way to high places. To the de- 
partinent he gave unswerving loyalty. He was often privately 
consulted upon departmental policies. He saw all sides of a sub- 
ject and its furthest implications. 

The place where he worked and lived did not mean much to him. 
It must be clean, safe and comfortable with a good measure of 
attractiveness. He thought more of the work than the house in 
which it was to be done. With him it was human beings against 
buildings and he put his energies where the return was greatest. 
All hail to Doetor Hutchings for that! 

The sober conclusion is that a good administrator need not be a 
bustling person. He must himself know how. He must be a judge 
of character to select those who are to carry out his plans. He 
must be the blameless person upon whose character the behavior 
of subordinates pattern. He must have force, but it need not be 
in evidence, All of these traits had Doctor Hutchings and many 
more. He was and is the good physician. 








RICHARD H. HUTCHINGS---PROGRESSIVE 


By SAMUEL W. HAMILTON, M. D. 


The progressive physician studies new plans promptly and acts 
decisively on what he considers advantageous to his patients, 
Others finally get swept into the current of things and make ad- 
vances—but only as others drag them along. Doctor Hutchings 
never had to be dragged. It sometimes took him several years 
to effect a well thought out plan, but whether the time was short 
or long he was moving toward his plan as fast as personnel and 
funds permitted. Let a few items he instanced. 

Item 1: In 1898 when hundreds of tuberculous mental patients 
were getting ordinary house care, Doctor Hutchings was following 
the best regime of the tuberculosis experts at Saranac, using 
plenty of fresh air and light both summer and winter. 

Item 2: In 1903 he had located typhoid bacilli in the ice used in 
his hospital—an original study—and stopped the epidemics. 

Item 3: Better records are a basis for better treatment. In 1907 
Doctor Hutchings reported a study of the value of the annual re- 
ports of mental hospitals. As a result he was made chairman of 
a statistical committee of the State Hospital Conference, a post 
which he held until his retirement. 

Item 4: In 1908 he argued before the International Congress on 
Tuberculosis that mental hospitals should provide separate build- 
ings for the tuberculous, establish a regime that would include 
much out of door life and put an end to crowding the wards ocecu- 
pied by the demented, untidy and disturbed. The death rate from 
tuberculosis had been strikingly reduced in his own institution. 

Item 5: In the same year he inaugurated a graded system of 
employment for patients who were unable to take part in the activi- 
ties usually available in a hospital. Calisthenics, marching, chil- 
dren’s games and singing were the introduction to increasingly 
practical activities. A considerable number of the patients who 
received this special attention improved to a point where their 
relatives took them home. He maintained that the most important 
function of the occupational therapist is to work with the most 
unpromising patients in the disturbed wards. 
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Item 6: In 1908 again his hospital established a board of con- 
sulting physicians, drawn from different sections of the hospital 
district. 

Item 7: Voluntary admissions were authorized by the state in 
1908. In the first year Doctor Hutchings’ hospital accepted seven 
of these, and in the second year, 40. Only three other state hospi- 
tals mentioned the matter in their reports for 1909. 

[tem 8: In 1909 he proposed that the hospital should set aside 
certain afternoons for outpatient work. 

Item 9: In 1911 he proposed that the hospitals should publicize 
their activities more, and let the legislature and the citizens know 
about their conditions and ambitions. 

Item 10: In that year also he discussed the place of work and 
play in human life, urging the provision of more play for younger 
patients and more work for older ones. ‘‘It is doubtful,’’ he said, 
“whether bad habits are essentially part of dementia pracox.’’ 

Item 11: In 1913 he advocated increasing the nursing course to 
three years, and having the student return to the mental hospital 
and complete her course after her affiliate period. 

Item 12: In 1917 military psychiatry represented a new and 
interesting phase of study. It was not easy for a New York State 
hospital superintendent to get leave, but Doctor Hutchings man- 
aged it. 

Item 13: Soon after assuming the superintendency at Utica in 
1919, he cooperated in bringing about the establishment of a cen- 
tral school of nursing so that the probationary students of all hos- 
pitals in the city could be given their science instruction together. 

Item 14: In 1922 he discussed a technique for encouraging the 
relatives of aged patients to expect to remove them after a few 
weeks of treatment. 

Item 15: In the same year he remarked that the proper classi- 
fication of employees is as essential as the proper classification of 
patients. At this time he was advocating that the institution 
should do more teaching and encourage research. 

Item 16: One of the earliest photoplays of mental hospital life 
was made under Doctor Hutchings’ supervision. 
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Item: 17: Interested in psychoanalysis when it was new and 
utilizing its concepts in his work, he served as chairman of the 
psychoanalytic section of the American Psychiatric Association 
in 1936-7. 

Item 18: He developed an affiliate course for general hospital 
pupil nurses in the Utica State Hospital. He urged that the teach- 
ing of psychiatric nursing in the mental hospital should be just as 
good as the teaching that the state hospital nurse gets in the gen- 
eral hospital. 

Item 19: Not content with the usual scattering of physiothera- 
peutic apparatus, he assembled such facilities and made them 
function as a physical therapy department with skilled help in 
charge. 

Item 20: In 1927 he advocated distributing patients into smaller 
units. Hospitals, he said, become too institutional in character, 
and the more perfectly they function the more institutional they 
become. 

Item 21: When persuaded to assume the editorship of the 
PsycHrAtric QuartrerRLy, he developed a new plan to make the 
QuaRTERLY SUPPLEMENT more interesting and to relieve pressure 
for space in the QuaRTERLY. 

So we pay our respects to a colleague who is always looking for 
something better for his patients, and who has formulated his 
studies and conclusions so vigorously as to inspire others to travel 
the same progressive road. 





RICHARD H. HUTCHINGS---FRIEND OF PSYCHOANALYSIS 
By A. A. BRILL, Ph.B., M. D. 


Reflecting on the role played by Richard H. Hutchings in the 
psychoanalytic movement in this country, the following thoughts 
coursed through ry mind: The degree of narcism in our eiviliza- 
tion is so high that no matter how well one performs his life’s 
tasks, he usually gets little credit therefor. Our contemporaries 
expect us to march in line with them in the familiar, well-trodden 
paths which were laid down by former generations. They seem 
to think that such repetition compulsions keep up the traditions of 
civilization. True enough, but it is not conducive to what we may 
eall progress. ‘To continue in our father’s footsteps is tantamount 
to holding to the proverbial ‘‘one-horse-shay.’’ But in the course 
of history it often happens that through some unconscious over- 
determination there arises now and then some genius, who deviates 
from this familiar path. The horde invariably becomes dismayed 
by this behavior and calls it revolutionary. They look upon him 
with suspicion, and always try to thwart him, for he speaks a 
tongue which is comprehensible only to the few. 

Doctor Richard H. Hutchings belongs to the few who understood 
Freud when he first appeared on the American psychiatric scene. 
lie sensed the value of psychoanalysis when others considered it 
foolish, revolutionary, or dangerous. I realize that 1 was invited 
to write about Doctor Hutchings’ relationship to psychoanalysis 
because it was my fate to introduce this science here. I am very 
mindful of this honor and I consider it a pleasure and an easy 
task. There is so much that I could say of the great help that 
Doctor Hutchings extended throughout the years of my struggle 
to obtain recognition for psychoanalysis. There were very few 
psychiatrists at that time who had the hardihood, if they had the 
conviction, to espouse the cause of psychoanalysis. Surely, none 
among the state hospital superintendents; for be it known that at 
that time a superintendent was supposed to be an expert executive, 
but not particularly interested in the scientific treatment of the 
patient. Richard H. Hutchings was the brilliant exception to this. 
He was an avid student of the mind even in the pre-Myerian days. 
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I hope that someone will tell us how Hutchings attended courses 
at what is now the New York Psychiatrie Institute long before ef- 
forts were made to inject science into the New York State Hos- 
pitals. 

[ heard of Doctor Hutchings soon after I entered the state hos- 
pital service. I saw him now and then at the annual meetings, but 
my personal relationship with him began in 1912, when he brought 
a patient to me for analysis. 

The last thing that I should have expected was to receive a pa- 
tient from a state hospital superintendent. In correspondence 
with him relative to this case, I was struck by his knowledge of 
psychopathologic and psychoanalytic literature. The case which 
he brought to me for analysis was a very difficult one. I had never 
had one like it, and when I met the patient and she gave me an 
ad oculos demonstration of haemoptysis, | became quite apprehen- 
sive and uncertain of my ability to treat such a case. Indeed, 
[ doubted whether the symptoms were of psychogenetic origin. 

gut it was Doctor Hutchings’ assurance that we were dealing with 

a case of hysteria that gave me confidence to accept the patient 
for analysis. Fortunately, the treatment proved successful. After 
going through all kinds of psychical gyrations with me, the patient 
landed on firm ground and has remained there ever since. 

It was only natural that I should then have turned to Doctor 
Hutchings whenever I was about to undertake anything of im- 
portance in the psychoanalytic movement. Doctor Hutchings be- 
‘ame a member of the American Psychoanalytic Association soon 
after our first meeting and has shown a lively interest in the move- 
ment since that time. I know that he encouraged his staff to be- 
come interested in Freud’s psychology because some of them came 
to me for instruction. The St. Lawrence State Hospital was the 
first hospital to which I reeommended severe psychoneuroties and 
mild or incipient psychotics. I remember at least two patients who 
went there voluntarily, and recall repeatedly expressing regret that 
Doctor Hutchings and his hospital were so far from New York 
City. 
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For about ten years we tried hard to form a psychoanalytie see- 
tion in the American Psychiatric Association, and foremost among 
those who brought this to fruition was Doctor Hutchings. He sue- 
eeeded me as chairman of the section in 1936, and has been one of 
its most active, and I might say, most influential members. 

Space prevents me from dilating further on Richard Hutehings’ 
friendship for psychoanalysis. In his quiet, authoritative manner 
he swayed the younger psychiatrists towards the study of that 
discipline. Ie has always been a friend in need to me, and a strong 


pillar in the psychoanalytic movement in America. 








RICHARD H. HUTCHINGS---TEACHER 
By HARRY A. STECKEL, M. D. 

While hospital administration has for many years been Doctor 
Ifutchings’ chief interest and major activity, he is one of that 
company of physicians, distinguished in the practice of their spe- 
clalty, whose horizons of work extend far beyond the walls of the 
institution which they administer. 

We, at Syracuse, probably know him best as a teacher, for it was 
here more than thirty years ago that he first identified himself 
with the College of Medicine of Syracuse University in the capacity 
ot lecturer in psychiatry. 

Doctor Hutchings undoubtedly realized that one of the greatest 
drawbacks to the advance of psychiatry and the mental hygiene 
movement was the indifference of the average physician toward the 
subject of mental disorders. He consequently recognized the fact 
that much could be gained by sensitizing the medical student to the 
possibilities of a psychiatric viewpoint in the practice of medicine, 
as well as by acquainting him with the advantages and promises of 
a career in psychiatry as a specialty. 

His success in this undertaking is attested to by the presence of a 
seore of graduates of the Syracuse College of Medicine in the 
New York State Hospital service. Four of them are in the grade 
of superintendent and three are first assistant physicians, to say 
nothing of the many who have for varying brief periods been iden- 
tified with the system but have subsequently gone elsewhere. 

After twenty-five years of service, and upon the establishment 
of the Syracuse Psychopathic Hospital, he expressed the wish to 
be relieved of further duty as a teacher at Syracuse University. 
In recognition of his devotion during all these years, Doctor 
Hutchings was elected Professor Emeritus of Clinical Psy- 
chiatry in 1933. Still, while he felt inclined to relinquish his active 
work at the college, he yielded to the entreaties of his colleagues 
and still meets the students every second year for a series of eight 
lectures on psychopathology. 

Doctor Hutchings is eminently fitted for this work, not only 
beeause of his wide clinical experience but more especially by 
virtue of his broad culture and charm and a deep sense of humor 





BIOGRAPHICAL ARTICLES 757 


which adds zest to his presentations. These qualities £0 far to 
explain his professional achievement and they endear him to a 
multitude of students, friends and professional colleagues. 

In order to perpetuate his name and memory, here at Syracuse 
in 1938 there was organized an undergraduate medical society, the 
first of its kind at this university, to be known as the Richard H. 
Hutchings Psychiatric Society. He has added much to its activi- 
ties by his presence and counsel and after only two years of exist- 
ence it has shown a healthy growth and has become an outstand- 
ing milestone in psychiatric progress in the college. 

Beyond the stimulating influence he has exerted upon the stu- 
dents of this university, there is a perhaps still greater influence 
which he has wrought upon the young men whom he has gathered 
about him to constitute his medical staff in the hospitals which he 
has served as superintendent. Many of these physicians have 
already won distinction in the field of psychiatry and not a few are, 
or have been, heads of institutions in this state, as well as in others. 

Nor have his teaching activities been confined alone to the 
strictly medical groups, for the institutions headed by Doctor 
Hutchings have already led the field in efficiency in schools for 
nurses’ training and for affiliate courses in psychiatry for general 
hospital training schools. The Utica State Hospital was one of the 
first institutions in this country accredited by the Smith College 
School for Social Workers, for practical training in psychiatric 
social work. 

Ilis interest and achievements in the field of community educa- 
tion along mental hygiene lines cover many years. One need only 
glance at the annual reports of the Utica State Hospital to gain 
some idea of the vast number of groups he has met in the capacity 
of lecturer and the many educational committees he has headed or 
has actuated by his influence. 

Thus, through his interest in and capacity for teaching, he has 
made a most valuable contribution to the progress of the mental 
hygiene movement and to the extension of psychiatry into an ever 
broadening field. Consequently, aside from his many other capa- 
bilities and accomplishments, as an educator he has achieved recog- 
nition as a leader of extensive influence and usefulness. 
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It is not only significant but fitting and proper that Doctor 
Hutchings should be rounding out his singularly rich, varied and 
fruitful career at the Utica State Hospital, rich as it is in tradition 
and associations, for this venerable institution, the first in this 
great Empire State, has produced many famous men in the field 
of psychiatry, among whom he looms large and imposing. 

We wish for Doctor Hutchings continued health and happiness 
and as he continues his work in private fields under the very eaves 
of the institution he has served so well, we shall continue to look 
to him for stimulation, counsel and inspiration. 








RICHARD H. HUTCHINGS---EDITOR AND LEXICOGRAPHER 
By GEORGE LaF. CANTZLAAR, A. B. 


[It is not enough that a man should harbor thoughts of great im- 
port to his fellow beings. Such thoughts, unexpressed, or couched 
in careless or obscure language, either encumber our already vast 
store of literature, or lead us into impenetrable mazes of mis- 
understanding. Thus, equally as essential as the keen student, the 
tireless researcher, the experienced clinician, is the one who will 
be the guardian of their written productions the editor. Without 
this watchdog of the printed page, the flush of embarrassment, the 
discomfort of being challenged for inaccuracies and the reputation 
for being only faintly articulate, would plague many a writer who 
may now regard editorial revision of his brain children as a routine 
and inconsequential operation, if not an intolerable nuisance. 

In any field, the editor must be capable of both an extensive 
and intensive view of material at hand. It is thus a matter not 
only of how to make this or that piece of writing readable, but as 
well to judge whether it should be read in any form at all. In the 
scientific, here specifically the medical, journal, the editor must be 
all of the already mentioned persons—student, researcher, clinician 

and in addition he must have the protean quality of assuming the 
role of the reader, the inadequately trained reader preferred. This 
feat of intellectual legerdemain enables him to know whether those 
less informed than he is, will read and learn. Such propensity for 
empathy, such power for discovering the lowest common denomi- 
nator in a phrase, a paragraph or an entire composition, is virtu- 
ally indispensable. 

Fortunate indeed, then, was the Psycu1aTrric QUARTERLY when, 
upon the relinquishment of its editorship by the able Doctor 
Horatio M. Pollock in July, 1935, Doctor Richard H. Hutehings 
accepted the post of editor. The elasticity of his viewpoint, 
the breadth of his aequaintance with the literature and the inten- 
sity of his enthusiasm for good writing, prophesied a continued 
and increased prestige for the Quarrerty. By the time of his 
nomination as editor, Doctor Hutchings had been making the im- 
print of his talent upon psychiatry in America for forty-three 


I 1939 
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years. As chairman of the committee on statistics and forms of 
the New York State Department of Mental Hygiene since it was 
organized in 1908, he had encountered such problems as the revi- 
sion of the nomenclature of psychiatric disorders and had cooper- 
ated with the former editor, Doctor Pollock, in the statistical prob- 
lems of the department. By this time also, long years of assiduous 
reading and profound study had propelled him to the production 
of the Psycuiarric Worp Book, which is now in its sixth edition. 
In turning out such a handbook, he manifested his interest in an 
enlightened body of workers in mental hygiene—that social worker 
and nurse, as well as psychiatrist, should read with comprehension 
the literature of their chosen field of endeavor. 

A master of words, he is however not an inflexible purist. Im- 
patient of course with loose phrasing, he insists upon the mot juste. 
It will surely not be amiss here to point out that Doctor 
IIutchings believes that a case is a case and a patient is a patient, 
that a case is an accumulation of records and reports and there- 
fore it is something of an anachronism to say ‘*The ease recoy- 
ered.’’ Trivial, you say? To which he would reply that a scientific 
writing need not be a mere repetition of technical jargon. There is 
nothing in the rules that calls upon the writer of scientific articles 
to mold his work from the same clay used by everyone else. Facts, 
yes, let us have important facts, he would say, and let them be aceu- 
rate; but is dullness of expression a guaranty of their reliability? 
The ‘‘clipped’’ style which so often places the mark of stereotypy 
on a paper is abhorrent to him. This is the style in which, for exam- 
ple, the definite article is omitted, for the professed aim of brevity. 
In this respect, I have heard Doctor Hutchings state that Lincoln’s 
Gettysburg Address, while a paragon of brevity, is by no means 
abbreviated—every part of speech necessary to complete expres- 
sion is to be found there. Thus does he argue for good English 
usage. 

In choice of material for publication Doctor Hutchings has kept 
ever in mind the variety of interests of this field. He has tried to 
guard against too heavy weighting of the QuarTERLY with neuro- 
logical studies, with psychotherapeutie works, with clinical re- 
ports, or with any one of the specialized channels into which neu- 
ropsychiatric literature may run. Always in this he has been fair. 
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He has encouraged the younger men in the department to submit 
research work for these pages. Work done outside the State has 
also been accepted for publication and from this must certainly 
come a feeling of colleagueship between New York State psychia- 
trists and others. In this, and in many another matter of larger 
editorial policy, he has been eminently judicious. 

The associate editors of this journal and the writer have found 
their more than four years of active literary association with Doe- 
tor Hutchings years of pleasant cooperative effort. That this asso- 
ciation will continue, for how long he has not revealed to us, is a 
prospect most agreeable to contemplate. 


Utica State Hospital 
Utica, N. Y. 
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New York, N. Y. 

[ had the good fortune to be a member of the medieal staff of the Utiea 
State Hospital for two vears and three months. The period stands out in 
memory as one Of continuous stimulation and a sense OF personar progress, 
I still believe that I learned more about the treatment of the mentally ill 
in those two vears than in any comparable period. This may be aseribed 
to Dr. Hutchings’ abi 
by example rather than precept, and to attract to his staff, associates of a 
superior order. Despite his many vears of service and administrative re- 


sponsibilities, he alway s found time to appreciate the personal and prote s- 


4 
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itv to toster a spirit of elinieal research. to teach 


I n their ideas. to pass on to them 


sional needs of his colleagues, to entert: 


the results of his studies of the work in psvehiatry elsewhere, to be svmpa- 
thetic and charitable. Within the hospital, too, one constant!y felt the 
impact of his broader state and national psychiatrie interests. Thus he 


encouraged mental hy viene clinics, the voluntary admission of borderline 
mental states, and broad interpretive and mechanistic case studies. Tis 
early identification with the psychoanalytic school has left its mark on 
those who were associated with him. May Richard tlutchines continue to 
exert his splendid influence on psychiatry for vears to come! 


Earl i. Adams. 


Brooklyn, N. Y. 

It affords me great pleasure to be able to write from my own personal 
knowledge regarding the distinguished service rendered by Dr. Richard 
H. Tlutechings as a State hospital superintendent, as an educator and as a 
public spirited, socially minded citizen. However, when | approach the 
task of attempting to write a tribute to one who has already won for hini- 
self, not only State, but national recognition, and whose writings have 
been universally distributed, I feel most inadequate. 

I first met Dr. Hutchings in 1910 when, as superintendent of the St. 
Lawrence State Hospital, he came each week to the College of Medicine of 
Syracuse University, to deliver lectures in psychiatry to the senior class 
of which I was a member. Not only have I known him for more than 
twenty-nine years, but it was my good fortune to work with him for ap- 
proximately ten years: first as medical interne, later as director of clinical 
psychiatry and first assistant physician. During my association with him 
I was always impressed by the dignified, calm and judicial manner which 
he displayed in his dealings with his subordinates and in his management 
of the institution. 

Dr. Hutchings was always a student. Notwithstanding his many ad- 
ministrative duties, he read extensive ly and kept himself well informed of 
any progress made in the care and treatment of the mentally ill. Ile was 
genuinely desirous of improving the standard of care which his patients 
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Hartford, Conn. 

When I became a member of the American Psychiatrie Association 
thirty years ago, Dr. Hutchings was already a veteran of more than ten 
years standing. Those forty years have seen momentous happenings in the 
field of psychiatry, and for those in the work it was a period of struggle 
that might have drained the enthusiasm from a lesser man. 

That Dr. Hutchings has not allowed the sharp edge of intellectual in- 
terest to be dulled was evidenced by his Presidential Address before the 
American Psychiatrie Association this year. For clarity of thought, keen- 
ness of vision and felicity of expression it has seldom been matched by any 
other American psychiatrist. He told not only what has happened in psy- 
chiatry, but he was able to interpret these happenings in the light of their 
impact on the practice of medicine and the affairs of men. 

This to me, characterizes his career as a physician and as a human being 
—he has kept up with the procession and has never allowed himself to lag 
intellectually. Nor has he done it at any sacrifice to his humanness, his 
kindness and his tolerance. 


C. C. Burlingame. 





} 


Boston, Mass. 

I have never been intimately associated with Dr. Richard H. Hutchings 
in his work, but for over thirty years I have had the privilege of knowing 
him. JI have been familiar with his career as hospital administrator, as 
author and editor, as counselor in matters of psychiatric policy, as presi- 
dent of the national association. All recognize his conscientiousness and 
loyalty, the maturity of his judgment, his progressive outlook, his kindly 
and humane attitude. I welcome this opportunity to join with other eol- 
leagues in paying a tribute to one who represents so admirably the ideals 
of our special branch of medicine. 


C. Macfie Campbell. 





Towson, Md. 

It is a great privilege to have the opportunity to express my apprecia- 
tion of my friend Richard H. Hutchings, whom I have known for many 
years. Of those years it is the last two of close association of which I 
would speak here. During this time, while Dr. Hutchings was president- 
elect and then president of the American Psychiatrie Association, it was 
my good fortune to serve with him on the Executive Committee through 
a period of unusual association activity. New policies and projects were 
being considered and it was a most happy experience to see him in action in 
the capacity of both counselor and leader. 

Dr. Hutchings saw the association as it is—the greatest psychiatric medi- 
eal organization serving Canada and the United States—and with broad 
comprehension realized its responsibilities and obligations, present and 
future, in this time of rapidly expanding psychiatric interests. 
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He was always ready in emergence’ Ilis advice was sound. His long 
suecesstul clinical and administrative experience showed in his quick grasp 
of essentials and in his impatience with irrelevancics. He was a delightful 
associate with a sense of hut r that ciped to Garry us through some times 
weary hours. He has contributed so mueh to all of us throughout his pro- 


fessional lite by example and precept as well as directly to the progressive 
policies of the association; he has, as administrator, editor and teacher, be- 
eome such a part of the whole picture of American psychiatry of our day, 
that one must look doubtfully at his deliberate plan to reduce his activities. 
He has earned a period of leisure but Richard H. Hutehings for many years 
to come will exert his fine influence on our psychiatric progress. 


Ross McC. Chapman. 


Hamilton, N. Y. 

I don’t like the idea of Dr. Hutchings resigning; he is such a good fel- 
low—and there are not many of us left! He will still work, of course, and 
we'd expect that of him, but it looks as though he’s spelling out his vale- 
dictory. 

Well, when he says ‘‘Good bye,’’ he’ll have something to which to bid 
farewell, beside a succession of calendars. What a great record! What a 
galaxy of achievements! 

There are some of us who, when we get through, will look back on what 
we've experienced as though we’d just turned a somersault, and say, 
‘Well, that’s done.’’ Not so with Richard the stout hearted! His work is 
just commencing, and will go on, adjusted and expanded by others, to be 
sure, for milleniums—and then continue. That is immortality plus! 

Probably George Eliot did not know that she had in mind Richard 
Hutchings, but the seer is like that. Of whom else was she thinking when 
she wrote: 

‘Oh may I join the choir invisible 
Of those immortal de ad who live again 
In minds made better by their presence.’’ 

Dead or alive makes little difference, so long as such a glorious accom- 
plishment ean be credited to us. That puts one into Class A. 

Feeding the hungry and elothing the naked is a privilege enjoyed by 
every mother in the world. but only those who have been touched by the 
finger of the Almighty can minister tenderly and efficiently to a mind dis- 


eased, for that is a task God has reserved to Himself and to a few—a very 
few—whom He has annointed. The oil of gladness and the touch of the 
sword have proclaimed Richard Hutchings a prophet and a knight. 

George B. Cutten. 


Toronto, Canada 

One of the real contributions which, as it seems to me, Doctor Hutchings 
has made to the shaping of institutional psyehiatry in America is the econ- 
sistent example which as head of two large state hospitals he ‘has set for 
his staff and colleagues. His professional career is a demonstration that 
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the right type of hospital superintendent not only is not aloof from any 
part of a complete institutional programme, but does not cultivate unduly 
one set of interests at the expense of any others. He has shown how ad- 
ministrative efficiency should go hand in hand with clinical thoroughness, 
his energies from both directions converging upon the prime objective ol 
the well-being of the patients composing his hospital family. 

[ reeall a conversation with Doctor Hutchings in which he explained 
the measures he had taken in dealing with the difficult and ever present 
problem of the detailed daily care of patients by ward personnel. It is 
common knowledge that nurses and attendants vary greatly in their man- 
ner with those who are ill, and that uniformly correct attitude and con- 
siderate care are ideals almost impossible to attain. At the cost of con- 
siderable time and effort Doctor Hutchings had shown how this all-im- 
portant issue might be met, thereby raising the standard of ward service 
and enhancing the comfort and satisfaction of patients. If similar pro- 
eedures were general there ean be no doubt that patients’ grievances or 
misunderstandings, so olten unvoiced, would be reduced to their clinical] 
minimum. 

The foregoing incident is merely one indication that the good superin- 
tendent is not a routine man, but ever alert to improve the service for 
which he is responsible, and to devise new ways to meet the procession of 
problems which hospital work entails. 

Although I have not enjoyed the opportunity of close professional asso- 
ciation with Doctor Hutchings, my contacts with him have been of the 
happiest nature and it has been a delight and a stimulation to experience 
his friendly interest and influence. It is a privilege to be included among 
his associates and friends who here unite to pay tribute to an eminent phy- 
sician and a distinguished citizen on the common ground of respect and 
affection. 

Clarence B. Farrar. 


New York, N. Y. 

A lifetime of consistent professional service, with a constantly widening 
experience, and with a fruitful searching of that ever widening experience 
for its inner meanings and for what light it ean throw upon the future, 
especially when that lifetime has been flavored throughout by a mellow 
humor and sympathy with all the human kind, needs neither eulogy nor 
exposition. It speaks for itself. It stands on its own feet. Its stature can 
never be added to, nor taken from, by anything anyone ean say. It is the 
greatest contribution which any person can make to his community, state, 
and country. It has an enduring and pervasive influence which nothing 
ean stop. Far more than a merely honest man, it is the noblest work of 
God. These are the sentiments whieh occur to me as I try to frame some 
contribution to the Richard H. Hutchings number of the Psycutarric 
QUARTERLY. 

Homer Folks. 
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Hartford, Conn. 

I am de ply sensible of the nursi rofession’s and my own indebted 
ness to Dr. Hutchings 

There are few experiences so indelibly impressed on an overcrowded 
memory as the introduction to the problem of mental illness through the 
position of inspector of nurse training schools under the Edueation De- 
partment of the Universit of the State of New York from 1910 to 1915. 


The shock of the numerical inte SIT this incidence of disease revealed 
by the fact that approximaté ),000 of the 50,000 beds in 134 hospitals 
were in the 15 state hospitals for the insane; the tragic wreckage and 
wastage of humanity it signified; the inevitable overcrowding and under 
staffine: the seeming fut Itv ot the work was overwhelming. 


It is difficult to express the influence and value of the visits to the St. 
Lawrence State Hospital, too few in number, under Dr. Hutchings’ ad- 
ministration : the pervading al Oospnere oO well being despite the social 
problems involved; the beauty within and without the institution; the 
sense of security born of insight, understanding and vision sustained by 
rare mental and spiritual integrity, was an experience, the inspiration and 
reassurance of which has been an enduring challenge and guide. 


Anni W. Goodru h. 


> 
Toronto, Ont. 
It is fitting that the Psycniarric QuartTEerRLY should devote a special 
number to Dr. Richard H. Wutehit because of his outstanding econtribu- 
tion to American psyehiatry. \s superintendent of the Utiea State Hos- 


pital, he furnished an iInspit ng example to his colleagues in the United 
States and Canada by his genius for administration, his devotion to the 


welfare of patients, his alertness in keeping abreast of scientific advances, 


his rare capacity for the training of physicians and nurses, his pioneering 
efforts in psvehiatrie social service and occupational therapy, and his abil- 
ity to utilize his hospital as a potent force for community mental hygiene 


and social welfare. Indeed, it ean be said of Dr. Hutchings that he typi- 
fied the ideal mental hospital superintendent and that he exemplified by 
his own life the extraordinary possibilities for human service that such a 
role provides. 

The election of Dr. IHlutehings to the presideney of the American Psy- 
chiatrie Association was a natural consequence of the esteem in which he 
Was held by his medical colleagues, But he did not need this formal recog- 
nition to give him eminence. Ilis stature had already been appreciated by 
those who, like mvs lf. had been fortunate enough to know at close range 
the high quality of his work in Utiea. I will always think of him as a 
great human and an outstanding psychiatrist. 


Clarence M. Hincks. 
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New York, N. Y. 

To grow up with progress and to be an intimate part of it over a long 
life is a destiny to which few fall heir. But it is not the consequence only 
of original endowment. Consistent application of energies, care given to 
the development of critical judgments, constant watchfulness for beneyo- 
lent possibilities, including helpfulness to others as well as to oneself 
ach of these facilities stabilizes and buttresses, enlivens and consolidates, 
the rich store of knowledge at one’s disposal. Those are but a few of the 
finer assets which Dr. Richard H. Hutchings has shared and will continue 
to share with his associates. 

From many points of view—clinical, administrative, social—Dr. Hutch- 
ings has contributed invaluably to his chosen field. He has always been 
alert to scientific advances, not only participating actively therein, but 
also serving to encourage his colleagues to bring out the best in them. He 
has the wisdom of judgment, impartiality, faithfulness and learning. 

Leland E. Hinsie. 


a -~Q— a - 


Charlottesville, Va. 

Just a brief conversation with Dr. Hutchings about twelve years ago 
at a scientific meeting showed that one of his main interests consisted in 
developing preventive measures against mental illness. He believed edu- 
cation and the dissemination of knowledge of mental hygiene to be the 
chief means to that end. 

An example of his faith and work in education may be seen in his es- 
tablishing a three months course in social psyehiatry for high grade col- 
lege students at the Utica State Hospital, sanctioned by the State Depart- 
ment of Mental Hygiene and given by the clinical director and the physi- 
cians of the hospital staff. Another example is shown in his lectures on 
psychiatry to medical students. As still another example we quote the 
elinies he provided at the hospital and elsewhere to which college students, 
teachers, clergy and laymen were invited, some of these being in regular 
course sequence, given by himself and the other members of his staff. Many 
a professor from neighboring New York colleges can bear witness to the 
value of these courses for his students in psychology and sociology. 

Thus he contributed effectively toward breaking down some of the un- 
warranted popular superstition concerning mental illness, and placing its 
eare and treatment on a secure scientific basis. 

He is blessed with a massive individuality, free from professional cant. 
Strong human sympathies and a daring scientific spirit are, to my mind, 
his chief attributes. 

Linus W. Kline. 


New York, N. Y. 

At the Symposium on Mental Health held by the American Association 
for the Advancement of Science in Richmond, Va., last December, an emi- 
nent medical scientist, appraising the present position of psychiatry from 
the point of view of one outside this special field, spoke of physicians who 
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were ‘‘big enough to live their lives in frustration of their hope to find 
some way of easing the increasing load of mental disability of disease.’’ 

In the tribute implied in this magnamimous reference to psychiatrists, 
he gave pointed expression to the admiration and esteem I have long felt, 
in my over twenty years of association with them as a lay worker in mental 
hygiene, tor the splendid men who have chosen this difficult branch of 
medicine for their life work. 

Doctor Hutehings is one of these men for whom I have had especial re- 
gard, for his preeminent contributions to the advancement of American 
psychiatry, for the high place he has held among the leaders and pioneers 
who laid the foundations and built so solidly, who made possible the prog- 
ress and achievements that have won for this discipline, once the ‘‘ Cinder- 
ella of Medicine,’’ the wide recognition it enjoys today among the medical 
sciences. 

It is a privilege and pleasure to add my meed of praise to the richly 
deserved compliments and tributes here recorded in Doctor Hutchings’ 
honor. Others are better qualified to evaluate and measure the extent 
and nature of his many and diverse professional accomplishments. I ean 
only attempt, in these few words, to highlight my layman’s impressions 
of the significance of his long and fruitful career. 

My first impression is that of a man who, in his professional makeup, 
combines an unusual soundness of judgment with a truly scientific and 
progressive outlook. Careful to conserve the heritage and values of the 
past and ‘‘to hold fast to that which is good,’’ he has been ever alert to 
the new and the untried that gave any promise of adding to the efficiency 
of the old and tested in therapeutic knowledge and procedure. His is the 
“open mind,’’ with windows looking out on the future, albeit very much 
alive to the present. Witness his attitude toward the world-shaking advent 
of psychoanalysis and his calm and objective judgments on this still con- 
troversial subject. Or see his far-sighted efforts to extend the social ap- 
plications of psychiatry, to break down the isolation of the mental hospital 
and project its functions into the wider sphere of community life. It is 
not a mere coincidence that Doctor Hutchings established the first out- 
patient clinic in a New York State hospital (as Doctor Cheney points out 
in his biographical sketch in the American Journal of Psychiatry), as long 
ago as 1909, the year in which the mental hygiene movement was founded. 
He was already a mental hygienist when this movement came along to give 
organized expression to his views and a vision of the place of psychiatry 
in human affairs. 

My next impression is that of an educator and publicist who has thought 
clearly, taught effectively, and has spoken and written with uneommon 
felicity and lucidity of style. It has been the fashion of medical and non- 
medical erities of psychiatry of late to attack its terminology and to deplore 
‘“‘the obseurities and pretensions of the jargon and private dialects’’ of 
psyehiatrie writers. No such reproach can attach to Doctor Hutchings’ 
use of the English language and of medical terms in the simple, direct, un- 
affected and understandable literary quality of his writings. In his con- 
tributions to the literature of psychiatry he has had many important things 
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to say, and what he had to say he said well. His quiet, cultured voice has 
been clearly heard above the din of debate in this journalistic, book-ridden 
world. He exemplifies the best in his profession, as physician, hospital ad- 
ministrator, teacher, writer and editor, as student of men and affairs. 
scholar and gentleman. 

Paul O. Komora. 


Middletown, Conn. 

| am very happy to add my appreciation of Dr. Ruchard Ti. Hutchings 
I first knew him in 1898 at the St. Lawrence State Hospital, and was soon 
impressed with his keenness of mind and his sincere interest in the prob- 
lems of psychiatry. He was careful and painstaking in his observations. 
It has been a pleasure to watch one of my friends develop and obtain such 
a high standing in the field of his choice. As an administrator he was fair 
in his judgment to others, watehful to avoid difficulties, ever willing to 
give advice and admonition, and by example, to encourage and stimulate 
the younger physicians to more active interest. The patients’ welfare was 
always in the foreground. 

Even though his official duties were many, I ean reeall seeing him all 
bound up in heavy garments in the cold winter season, prepared to spend 
a day at duck shooting; or, again, in lighter dress, to engage in the sport of 
tennis. Baseball was not in his repertoire, and the only time [ can remem- 
ber his participating in this sport was when I saw him trying to play the 
fielder’s position on a hot summer day, at the same time holding an um- 
brella to ward off the sun’s rays. 

While not an ‘‘office seeker’’ he has kept abreast, and at times even 
ahead of his fellows in advancing newer ideas of worth in the care of the 
mental patient and in the administration of the hospital under his juris- 
diction. It has indeed been a pleasure to know and be associated with Dr. 
Hutchings. I am glad that while he is still living and able, he has the 
opportunity to know what others think. 


Roy L. Le ak 


i tht 


New York, N. Y. 

Doctor Richard H. Hutchings, active in mind and body, has reached the 
period in his career where retirement from active official service is an estab- 
lished procedure in the routine of life. As he is still actively engaged in 
the practice and development of his specialty the present is not the time 
to attempt any complete or final evaluation of his life and work. However, 
his skill as an administrator, his attitude and past contributions in the field 
of psychiatry and the impressions made by his pleasing personality are 
matters that will not become altered by time, and are now well recognized 
by his associates and friends. 

The counsel and advice of Doctor Hutchings on administrative problems 
of hospitals and committees, for which he has a particular flair and a sound 
judgment, as demonstrated by his record in this field, are sought after by 
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all who are aware of these abilities \ careful student of psychiatry and 
sociology, he has exercised a great influence in prol ioting humanitarian 
policies and publie welfare in the State system of mental hygiene. 
Throughout the long pel od ot Is Superintendency, he has demonstrated 
a scientific interest and application unusual in those engaged in the actual 


management of a large hospital organization. He is an originator and a 


} 
ili« 


pioneer in numerous valuable movements including the development of 
eommunity advice and treatment clinics at state hospitals, the organiza- 
tion of habit training and ree? mn facilities for prolonged treatment of 
patients and the special training of nurses and occupational therapists. 
However, his interests in elinie psvehi try as such, have been pursued 
with indefatigable enthusiast! and elasticity of mind, as revealed by the 
fact that he recognized early the boundless possibilities in the newer dyna- 
mie types ot psychiatry as initiated by \Te) Cr. Freud. June and others. 
He was one of the few mature Casol 1 psvehiatrists who were willing to 
study the new theories and methods: and later to discuss and present them 
in an unprejudiced way. His keen, broad mind well fortified with many 
vears of practical experiet in psychiatry enables him to detect and ap- 
preciate the valuable elements in a ew approach to old problems. Ilis 


unique talents in eloquenee, originality and facility of tongue and pen, 
enable him to express his thoughts in a delightful manner. 
Naturally, a man with these gifts would attract a large number of de- 


voted assistants, friends and admirers, particularly when these aeecomplish- 


1 
4 


ments are combined as they are, with a rare culture, a genuine sincerity 
and a general kindly interest in people. But words such as these express 
only the most obvious and are vé r’\ i! adeq late S\ mbols to convey the feel- 
ings of those who know and inwardly understand what they admire in the 
life and person of Doctor Hutchings 

I wish to join the host of others in wishing this able administrator, skill- 
ful psychiatrist, editor, benefactor in community welfare, and delightful 
gentleman now retiring from active service of the State, a continued suecess 
in his private practice and his literary work and many vears of enjoyment 
of his hobbies and pleasant family life. 


Nolan D. C. Lewis. 


Boston, Mass. 
It is quite fitting that there should be a ‘‘Richard Hf. Hutchings Num- 
ber’’ of the Psycniarric QuARTERL.Y—a publication printed for many vears 


at the historie Utica State Hospital, where the first number of the Amer- 
ican Journal of Insanity was issued by Amariah Brigham in 1884. The 
(JUARTI RI. iS looked upon hy manv as one ol the best psychiatric publiea- 


tions of this country. 

When I entered the New York State Ilospital service in 1902, Dr. 
Hutchings was the first assistant physician at the St. Lawrence State Hos- 
pital. In the following vear he hecame one of the voungest State hospital] 
superintendents, at that same institution One of mv very pleasant recol- 
lections is of visiting with Dr. and Mrs. Hutchings when I was a member 
of the New York State Hospital Commission. Dr. Hutchings’ outstanding 
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attribute as a superintendent, in my opinion, has been his profound interest 
in clinical psychiatry, as evidenced by his ‘‘ Psychiatrie Word Book’’ and 
his numerous contributions to the literature of his chosen field of medicine. 
He was, I think, the only New York superintendent that took part in the 
World War, and his record was an unusually creditable one. As a result of 
his excellent work at Utica, he was one of the best-known hospital superin- 
tendents in the country. It is a source of great satisfaction to his numerous 
admirers that he should have been honored with the presidency of the 
American Psychiatrie Association before his retirement from active service. 
James V. May. 





Albany, N. Y. 

Twenty-seven years in every branch of applied psychiatry and as pri- 
vate consultant, have brought me varied contacts with colleagues, and, 
from the start, at almost every point, Dr. Hutchings was present from some 
angle—quick, unselfish, whole-hearted, cooperative, helpful. 

Superintendent for years of a great mental hospital that figured in the 
training of so many distinguished colleagues, he won the respect and affee- 
tion of all, including lay officials. He has been the most cosmopolitan offi- 
cial psychiatrist in the last quarter-century and has demonstrated the 
greatest art by skillfully bridging the gap that is too apt to exist between 
intra and extra-mural workers in the specialty. This achievement alone 
assures him an unique place in the history of the evolution of psychiatric 
practice. 

I first heard him many years ago, in the face of bitter attack upon psy- 
choanalysis by respected associates, courageously defend the truth that his 
pioneering spirit had discerned. A few years later I had contact with him 
in Vienna where I came to know him as an ardent searcher after scientific 
truth and as an enjoyable companion in the art of gracious living—a eul- 
tured gentleman and a kind, considerate friend. Professor Freud once 
spoke to me of him in warm terms, revealing that he appreciated keenly the 
good offices of this American psychiatrist in the cause of analysis in those 
early years when fear and skepticism were the common reactions. Through 
his authorship and editorship he has been recognized as a great teacher in 
widening fields, comprehending all the related disciplines. Younger col- 
leagues invariably speak of having been encouraged, wisely counseled, and 
guided in kindly fashion, by this mellow, seasoned, understanding man. 

We rejoice to know that, at the hour of his retirement from State service, 
he announces his availability as a private consultant; it seems like the last 
well-conceived spire to the edifice of his life, that his wealth of experience 
will not lie idle, but that his remaining vears of activity (which we trust 
may be many) will be spent in the kind of investigation and in the rich 
‘‘giving of self’’ that he is so well-equipped to demonstrate. As of the 
Greek, it might be said of any testimonial that is raised to Richard H. 
Hutchings: 

‘‘This monument maketh not thee famous, Oh, Euripides! 

But thou maketh this monument famous.”’ 


Clinton P. McCord. 
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Tope ka, Kans. 
Remarks at annual meeting of th America Psychiatric Association, May 11-12, 1939, repro 


duced with approval of Dr. Clarence B. Farr editor of Amer. Jour. of Psychiat. and at the 
request of Dr Menninger. 


Mr. Chairman: When a man has worked in his chosen field for over forty 
years and has done so with a consistency of effort, a devotion of purpose 
and a cogent application of intelligence and foresight and open-minded- 
ness, it is a significant event that he should be selected from among his 
colleagues as president of the organization representing his life work. 
And it is a significant moment in that event when this man, this leader, 
eoneentrates his ideas, his ideals, his vision of the goal of his own life and 
that of his fellow members in that verbal crystallization that we call a 
presidential address. 

You have just heard the message of President Richard Hutchings. To 
those of us who have walked with him and worked with him and looked 
for his friendly face and presence at meeting after meeting for many years, 
it is just what we expected. It was like the man who wrote it and delivered 
it. It was characterized by clarity, charm, dignity and intelligence, but, 
above all, by a youthful, forward-looking spirit. 

This, I think, is also characteristic of Dr. Hutchings—charm, dignity, in- 
telligence and a young heart. He has always been known for his open- 
mindedness, for welcoming new ideas, for applying new methods. He was 
one of the first American psychiatrists to recognize the importance of psy- 
choanalysis. 

I sincerely hope that a copy of this address this morning will be sent to 
Professor Freud, for I know that it would please him. 

Dr. Hutchings has always made education his keynote. Few living men 
have had buildings dedicated to them, named for them, devoted to the 
thing that they believed in and worked for—the education of psychiatry. 
I think the State of New York is to be congratulated on having done this 
to Dr. Hutchings, for the beautiful building at the institution at which Dr. 
Hutchings has given so many years of his life. 

Dr. Hutchings is always interested in psychiatry and everything that 
pertains to psychiatry. He has always encouraged the young men, himself 
always studying, thinking, working, to make progress in our branch of 
science. He has done this work bravely, persistently, conscientiously, even 
when the clouds of personal tragedy rested upon his shoulders. 

The ideas advanced by President Hutchings, I think, were very im- 
portant: the function of psychiatry in education and psychiatric educa- 
tion in particular, the need of more home provision, the increasing number 
of patients, the need of more trained supervision for the care of them, the 
importance of new viewpoints in our scientific work. I think we should 
take these ideas seriously. I know our association would represent his 
actual work, the fruits of his work, the new suggestions our President has 
made this morning. 

Dr. Hutchings, I think it should be a great meeting, one of the finest 
meetings yet, with such a leader who has spoken so characteristically this 
morning with dignity and charm, with intelligence, and above all with a 
youthful spirit. 


Karl A. Menninger. 
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Baltimore, Md. 

With a rare record of having grown up in and with a great state organi- 
zation during the period of its largest internal as well as external growth 
to true maturity, as one of the most contributive factors, you are able to 
hand on to the younger generation the renowned Utica post. The future 
will contain so much of the personality and achievement of that quiet but 
steady and always effective worker we respect and honor in you. | remem- 
ber you most vividly when vou presided over the daily staff meetings at 
Ogdensburg during that week in 1903, weighing carefully and with sound 
questioning and concrete interest what came out of a review of fifty ree- 
ords. And later there came in you the less informal, more systematized 
spark of Freudian doctrine, through which you brought the warmth of 
your judgment and professional and practical and personal needs and 
capacities to the espousal of a program that has come to characterize the 
new Utica spirit of the present era. The gentle human nature of the South 
and the training of New York with a happy union of a family life and a 
noteworthy professional and administrative career have become an influence 
that will remain active in American psychiatry and among your friends 
and admirers, true to your personality and to a very enviable and mature 
record. 

Adolf Meyer. 


New York, N. Y. 

It is a real privilege to be permitted this opportunity of paying tribute 
to Dr. Hutchings. One of his many distinetions is that he was probably 
the first superintendent of a state hospital in this country to investigate 
the theory of psychoanalysis when, about 1906, it began gradually to appear 
in American psychiatric publications. Dr. Hutchings may also be regarded 
as an initiator in the application of psychoanalytic principles to the under- 
standing of hitherto inscrutable actions of chronically afflicted eases such 
as those of dementia preeox, who had remained resident in mental hospi- 
tals for many years. This earnest, though temperate, interest in the utili- 
zation of psychoanalysis with psychotie patients entrusted to his own spe- 
cial care has continued with increasing scope to the present time. His 
presidential address before the American Psvehiatrie Association this year 
testifies in definite terms to his deep appreciation of the value of the psy- 
choanalvtie approach. 

A mutual interest with Dr. Hutehings in psychoanalysis has given me 
the apportunity of learning from him many valuable points in the direct 
approach to mental problems, and of observing his broad tolerance of inno- 
vations in psychoanalytie theory and his fine sense of balance in the esti- 
mate of successive modifications. Throughout his long and honorable career 
Dr. Hutchings has stood for honesty of both principles and effort. He has 
shown little sympathy with those whose protestations belied their activity. 
Dr. Hutchings’ unflinching insistence on the integrity, probity and human- 
ity of the physician engaged in psyehiatry and psychoanalysis is a char- 
acteristic which has enhanced the valve of his services. 

I am only adding to the wish of his many friends when T express the 
hope that this influence may continue for many years to come. 

C. P. Oberndorf. 
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Albany, N. Y. 

Having reached the allotted three score years and ten, having experi- 
enced the joys and sorrows of more than forty years of hospital service, 
having made substantial contributions to psychiatric literature and mental 
hospital administration, having had a large part in the upbuilding of the 
largest State hospital system, having gained and deserved the plaudits of 
his contemporaries, and having been rewarded by the highest honors in his 
chosen specialty, Dr. Richard Henry Hutchings retires behind the scenes 
with the consciousness that his part in life’s drama has been well played. 

Dr. Hutchings’ retirement is a sad reminder of the inexorable laws of the 
universe. Time goes on relentlessly; the useful and the useless, the worthy 
and the unworthy, the noble and the ignoble alike feel the gentle but 
irresistible foree of time’s onward movement. Those of us who know and 
admire Dr. Hutchings, who have worked and played with him and en- 
joyed his companionship and the delights of his home life have wished to 
stay for him the course of time. As that could not be done, we express 
our appreciation of his distinguished service and wish for him the con- 
tinuance of the abundant life that has blessed his working years. 

Horatio M. Pollock. 


Buffalo, N. Y. 
Receiving my application on a Sunday and appreciating my 
anxiety, Dr. Hutchings reached for his memo pad, wrote and 
mailed my appointment. 
Hearing my expression of discouragement at my seeming inability 
to remedy a particularly undesirable condition, he quietly sug- 
gested that I was probably expecting results too soon. 
Advised that a group of students had been dispatched to a far 
city with tickets and reservations still reposing in the pocket of 
the dispatcher, he listened to apologetic explanations and delivered 
comment and reprimand in one word, ‘‘ Provoking.”’ 
Informed of admitted neglect of a patient, his denunciation was 
emphatie and disciplinary action was prompt and warranted. 

These incidents illustrate: Ability to reach decisions promptly and to 
act without procrastination; understanding of annoyances of service ad- 
ministration and an attitude of encouragement; refusal to become unduly 
irritated by a subordinate’s error, acknowledged and regretted; determi- 
nation that those in his care be considerately treated. The pleasure of 
working for one possessing these and many other equally admirable quali- 
ties can be readily appreciated. To have served under his direction and 
guidance was to receive invaluable instruction along psychiatric, medical, 
and administrative lines. Such a privilege was mine. For it I shall always 
be grateful. 

John A. Pritchard. 


ocT.—1939—L 
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New York, N. Y. 

In the summer of 1938 I came to the United States as an emissary of 
the Venezuelan government to study mental hospital structure and fune- 
tion in order to carry the results of these studies back to my country, and 
there lay the foundations for a modern mental hygiene program. I found 
wherever I inquired only unanimous agreement with the advice of the 
National Committee for Mental Ilygiene, that the Utica State Hospital 
would best supply my basie needs, not only because of the quality of the 
hospital itself, but also in large measure because of the presence of Dr. 
Hutchings. 

To a stranger coming to this country with a very limited knowledge of 
its language and customs Dr. Hutchings proved a kindly, steadfast friend 
and guide who possesses an unusual ability to inspire confidence. No prob- 
lem is for him too insignificant to be regarded seriously, and his ample 
sense of humor gives him always the broadest view of every situation. He 
combines rapidity of thought with conciseness of expression and sound 
judgment. His respect for and honesty with others in all aspects of his 
life can only evoke a similar response in all who know him. A sense of 
humane fairness and justice in fostering worthy projects, persons and 
causes is perhaps his outstanding quality. 

I have no doubt that his able teaching and broad social vision will find 
a large measure of perpetuation in the structure of our yet infant mental 
hygiene system in Venezuela. 

Ratl Ramos Calles, 
(Caracas, Venezuela). 





0 
Wingdale, N. Y. 

On the oeeasion of the retirement of Dr. Richard H. Hutehings, I wish 
to extend him my cordial felicitations and sincere congratulations. 

As his subordinate in the St. Lawrence State Hospital many years ago, 
I learned to admire him as a very capable physician, who embodied the 
good qualities of superintendent, administrator and scientist. Later, while 
associated with him in Base Hospital No. 30, Plattsburg, N. Y., for a time 
during the World War, my respect for him as a conscientious and efficient 
officer increased. 

Assuming his duties at a time when the State hospitals required much 
development and pioneering, and often faced by difficulties and handicaps, 
Dr. Hutchings proved his capabilities in every circumstance and situation. 
His enthusiasm for the work persisted to the very last day that he was in 
service, and it is an indication of his ability that he has improved his organ- 
ization in all of its departments. To many additional demands made upon 
his time by outside individuals and organizations, he devoted himself un- 
sparingly. His keen judgment and wise counsel were highly valued by his 
associates, and his modesty and high integrity endeared him to all who 
had the good fortune to know him. 

That he and his may long continue to enjoy health, happiness, and the 
well-earned fruits of his successful career is the wish of his friend, 

John R. Ross. 
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White Plains, N. Y. 

Mv intimate association with Dr. Hutchings began when I was medieal 
inspector of the State Hospital Commission thirty and more years ago. 
My visits to the hospital of which he was superintendent were among the 
most instructive and stimulating of my experiences during that period. | 
found in him a student and a thinker, and I valued highly the soundness 
and breadth of his knowledge, his orderly, unhurried, clear thinking, and 
his alert sense of the ethical, scientific, and humanitarian values in his 
work, and in whatever was proposed or undertaken in the service. It was 
a period of active progress in the hospitals with Dr. Frederick Peterson as 
commissioner, and Dr. Adolf Meyer as director of the Psychiatrie Institute. 
In the advancement of the medical service and scientifie investigation, in 
the education of physicians, nurses, and social workers, in the development 
of community service, Dr. Hutchings was always alert, cooperative, and 
progressive. Not infrequently he was a leader. In the introduction of 
occupational therapy he followed the plan of placing equipment in the 
wards and enlisting the active participation of the nursing service through- 
out the hospital, anticipating or coinciding with Dr. Simon of Gutersloh, 
Germany, whose system is considered in Europe to be the model for all to 
follow. 

Notwithstanding the separation of our paths since that period, I have 
followed Dr. Hutchings’ career with great interest and satisfaction. No 
one has done more and few have done as much, to carry forward all that 
is sound and effective in psychiatric hospital and community service, in psy- 
chiatric education, and in psychiatric and mental hygiene knowledge and 
practice. I hail with pleasure any recognition and honor that is extended 
to him. My acquaintance with him and his work, and my friendship and 
esteem for him, have been an abiding source of satisfaction, encouragement 
and inspiration to me in all the years since we met. 


William L. Russell. 


Harrisburg, Pa. 

It is, indeed, a privilege to participate in a tribute to our distinguished 
colleague, Dr. Richard H. Hutchings. His versatility and success are well 
known to his associates, but may be overlooked by others beeause of his 
quiet modesty. For Dr. Hutchings has a record of progressive accom- 
plishments as a physician and psychiatrist, hospital administrator, soldier, 
editor and writer of outstanding erudition. 

His many years of honorable service as superintendent of the New York 
State hospitals at Ogdensburg and Utica speak for themselves. In spite 
of the onerous details of hospital administration, he has made definite con- 
tributions to the literature of psychiatry both as editor and author. 

From September, 1917, until February 7, 1919, he held a commission in 
the Medical Corps of the United States Army. <A superior officer com- 
mented in 1917, that Major Hutchings represented ‘‘the finest type of spe- 
cialist reserve officer,’’ and at his various stations all officers, with whom 
he was very popular, relied upon his judgment. 
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Recently, while Dr. Hutchings was president of the American Psychiatrie 
Association, his fellow members came to appreciate more than ever his 
high personal qualities and professional leadership. By his retirement, the 
State of New York will lose a wise counselor. Dr. Hutchings, however, will 
be free to continue unhampered by routine duties his consideration of vari- 
ous psychiatric problems. I wish for him many further quiet years ot 
pleasant contemplation in fields which must continue to attract him. 

William C. Sandy. 





0- ~ 


Syracuse, N. Y. 

The integration of the psychiatric and the social points of view into the 
teaching of clinical medicine has marked a distinct milestone in the advance 
of medical education. Important as was the great emphasis placed upon 
pathologie anatomy and the other laboratory branches in the development 
of the medical curriculum, such emphasis tended to minimize the role of 
psychiatry in the general practice of medicine. Thus psychiatry tended to 
remain an isolated, specialized and all too frequently neglected depart- 
ment in the medical schools of the country, dealing merely with the diag- 
nosis and classification of fully developed mental diseases. Much credit 
is therefore due the psychiatrists who, during recent years, have brought 
about a recognition of psychiatry as an integral part of all clinieal medicine. 

During the past thirty vears Dr. Richard H. Hutchings has assumed 
leadership in connection with such developments as have oceurred in the 
teaching of psychiatry in Syracuse University College of Medicine. The 
results of his efforts are evidenced by a large group of graduates who have 
been stimulated to choose a career in psychiatry, and by the attitude of a 
still larger group who have entered the general practice of medicine with 
a broad point of view of the importance of social and psychiatric factors 
in the etiology and treatment of disease. 

H. G. Weiskotten. 
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Columbia, S. C. 

Having learned that Dr. Richard H. Hutchings’ editorial associates of 
the PSYCHIATRIC QUARTERLY desire to honor him by setting aside the Octo- 
ber issue as a special number to be known as the ‘‘Richard Hutchings 
Number,’’ I hope I may be permitted to pay tribute to him. 

My introduction to Dr. Hutchings occurred during the World War when 
he was serving in the medical corps of the army and stationed at Camp 
Jackson. I had the feeling that he was having some difficulty adjusting 
himself to the new life and was a bit homesick for the hospital atmosphere, 
for he called me over the ’phone and expressed the desire to visit our in- 
stitution. This was the beginning of a friendship which has deepened with 
the passing vears. His knowledge of psychiatry in general and of admin 
istration in particular enabled him at that time to give most helpful ad- 
vice. His intense desire to help the mentally sick and to promote all 
agencies for this purpose was and has remained an inspiration. This is 
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the basis of the writer’s desire to publicly acknowledge his gratitude, to 
express his appreciation and to pay tribute to one who was of great service 
to him in the early years of his psyehiatrie experience. 

His ideas, long known to his colleagues in the New York State service, 
have been an integral part of the progress made in the field of psyehiatry 
since his entrance into that servic His lofty example will continue many 
vears as a stimulating tonie to those coming under the range of his infiu- 
ence. Many far removed from the scene of his activities, have also been 
helped by his ideas and achievements 

Now that he is retiring after long and distinguished service I am sure 
that all who know his genial spirit will wish to join in expressing the hope 
that many happy years lie ahead for him. They will also wish to say that 
while we admire his intellect and marvel at his genius exhibited in so many 
ways, and praise him for his various achievements, we love him for the 
greatness of his soul. 


C. F. Williams. 


Marcy, N. Y. 

In the early part of 1924, after many vears in the serviee, I was trans- 
ferred to the Utica State Hospital as director of clinical psyehiatry under 
the superintendency of Dr. Richard H. Ilutchings. Later I became first 
assistant physician. It was thus that I was able to observe the skill of Dr. 
Hutchings as executive and as elinician. 


His scholarly attainments are too well known to need more than brief 
mention. It is significant, however. that during the short space of five 
vears after his arrival in Utica, five colleges and universities had become 
convineed of the importanes of sending their students to the Utica State 
Hospital for instruction in problems of mental hygiene. After a lapse of 
more than half a century the Utiea State Hospital had again become the 
psychiatric center of New York State, a center whose influence has spread 
throughout the nation. 

The leadership of Dr. Hutchings is one of quiet dignity; inspiring but 
not dominating, scholarly but not pedantic. 


William W. Wright. 
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BOOK REVIEWS 


You and Heredity. By Amram SCHEINFELD, assisted by Morron D. Scu- 
weEITzER, M. D. With four color plates, seventy-one line illustrations 
and diagrams and six half-tone reproductions from photographs. Fred- 
erick A. Stokes and Company, New York, 1939. 434 pages. Price $3.25. 

This is a book intended for the general reader. While it is scientifie in 
scope and treatment, it is written simply and clearly. Technical terms 
necessarily employed are not used in a way to bewilder the nontechnical 
reader. It is distinctly a modern treatise on heredity, from the garden 
pea and Drosophila melanogaste r to the Dionne quintuplets. A vreat deal 
of space is properly given to discussion of the relative importance and 
significance of heredity and environment. As would be expected, the au- 
thor demonstrates very clearly the inheritance of physical characteristics. 

That like begets like has been common knowledge for thousands of years. 

Just how it is that like begets like was not understood until the beginning 

of the present century, when Thomas Hunt Morgan published the results 

of his pioneer experiments, done at Columbia University beginning in 

1907. Indeed nearly all of the most important observations were made 

during recent years by men still living. Although Lamarck, Richard Owen, 

and others had written on this subject at earlier dates, it was really Charles 

Darwin who made possible the beginning of modern experimental research 

in biology, and laid the groundwork for future investigation in geneties, 

as in so many other branches of biological science. Gregor Mendel pub- 
lished his observations on the garden pea in 1866, but none of his contem- 
poraries understood him, and his paper, published in that year in the pro- 
ceedings of the Brunn Natural History Society, was almost unread. It 
was not until 1900 that it was brought to light and the truth of his theories 
completely demonstrated. So it came about that Mendel with his garden 
pea and Morgan with his fruit flies furnished the data by which the ecom- 
plexities of human heredity are worked out as we understand them today. 

That the working out has not yet been completed only emphasizes the 
obscurity of the natural phenomena with which science must deal. Indeed 
the science of eugenics has yet far to go before there is general agreement 
on many now disputed points. At the present time too much is claimed 
without adequate support. It has been a fault of the eugenicists from the 
beginning. The evidence upon which Goddard constructed the fictitious 

Kallikak family history was of the flimsiest character. The author is to 

be credited with calling attention to it. He tells us that present-day au- 

thorities repudiate the Kallikaks as well as the Jukes. It is well that they 
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do; yet there is much space devoted in this book and in current writings 
to theories that probably in time will be shown to be equally erroneous. 
The fault now, as in the past, is lack of restraint; they nearly all have the 
tendency to speak casually or more positively of something as established 
when as a matter of fact there is no general agreement upon it. One of 
these which irks the reviewer always is that there is a specific gene which 
transmits feeble-mindedness, as if feeblemindedness were something tangible 
like the color of the iris. There are many categories of mental defect which 
are known to be due to injury, malnutrition or disease in infaney or in 
utero. Until the engenicists come to an agreement as to what they mean 
by the term feebleminded, their claims will continue to leave the psy- 
chiatrist eold. Ordinary human beings vary in intelligence a little above 
and a little below the artificial norm of 100, provided the tests are cor- 
rectly done. Is there a gene for an I. Q. of 110 and another for one of 95? 
If not, where did the feebleminded one get in? If one thinks in terms of 
the total organism and the manifestations of its life, he can hardly agree 
on genes for intangible attributes. 

The vexatious controversy of heredity versus environment is still vigor- 
ously waged and is far from being settled in favor of either litigant. Those 
who occupy the middle ground see no distinction; they believe that the two 
are inseparable like psyche and soma. Until something more is known 
about mind, whether it is the expression of the total metabolic processes, 
as is probably true, or whether it ‘‘resides’’ somewhere (in the liver, as the 
ancients believed, or in the cerebral cortex, as is more recently held), how 
“an sense be made by talk of ‘‘black genes’’? 

Besides reflecting current opinion concerning hereditary influences and 
effects the book contains an original study of hereditary transmission of 
artistic genius, particularly musical, and a more complete statement re- 
garding the Dionne quintuplets than is available elsewhere. The author’s 
eoneclusion is that the latter are all derived from a single ovum and are 
not two and one-half pairs of twins, as was first believed. There are enough 
differences among them, however, to maintain for some persons the doubts 
that have existed since Dr. Dafoe first stated his belief that the twins were 
fraternal. The weight of evidence is now against his theory. 

Schweitzer has undertaken a difficult task to tell the story of human 
heredity in language understandable to educated people generally. He 
has done his task well, for the book is interesting even if one is left with a 
feeling that it has been made too plain. The illustrations done by the 
author make the text clear and add to the eye interest. 

Having been chosen as a book of the month, You and Heredity will have 


a large reader interest and will spread established facts of eugenics into 
circles where it will be read with interest and profit. 
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Biographies of Child Development. The mental growth careers of 
eighty-four infants and children. Part one by ARNOLD GESELL, Ph.D., 
M. D. Part two by CatrHerine 8. Amatrrupa, M. D., Burton M. 
CasTNER, Ph.D. and HeieN THompson, Ph.D. Medical Book Depart- 
ment of Harper and Brothers. Paul B. Hoeber, Ine., New York and 


London, 1939. 328 pages. Price $3.75. 


This book presents, as an additional subtitle indicates, a ten-year study 
from the Clinie of Child Development at Yale University. Gesell’s pioneer 
work in the Yale Clinie and that of his colleagues has again found valuable 
expression. This publication represents a step forward in the scientific 
evaluation of mental growth processes, especially sinee we find in it re- 
peated examinations of the same individual from infaney through child- 
hood. In some of the biographies the entire ten-year period of a given indi- 
vidual is outlined. 

The graphs and charts reveal in a clear and impressive fashion the 
mental growth features in terms of relative maturity levels of the infant 
and child. Gessell presents mental growth trends in infaney and ten 
years later. In a competent way he delineates the early and later mental 
development of thirty infants and children. His chapter on appraisal of 
erowth characteristics summarizes diagnostic evaluation of infant behavior. 
The addendum to the book outlines his methods ot diagnosis and develop- 
mental examination of infants and children. 

Part two of the book, with Drs. Amatruda, Castner and Thompson as 
authors, commands our interest through their studies of behavior growth, 
exemplified in individual biographies of children. We find presented: 
examples of superior as well as of inferior intellectual endowment, language 
liabilities, reading disabilities, the significance of twinship, foster home 
eare, adoption and other environmental influences. The authors stress the 
fact that although there are laws in life and growth of human beings, 
every mental growth career is an individual study. 

The book as a whole opens new vistas and possibilities of guidance and 
prognosis of behavior manifestations of children in discovering their in- 
dividual progress possibilities. With these and further clinical studies, 
we may be enabled during infaney and the preschool age to voice develop- 
mental prediction in a given individual and thus contribute materially to 
intelligent guidance. 

The book is of decided value to all those scientifically and practically 
concerned with the development of infants and children. It is especially 
recommended to pediatricians and child guidance workers. The physical 
appearance of the book enhances its value by its beautiful binding, the 
clear graphs and good typography. 
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Psychopathic States. By D. K. Henperson, M. D. W. W. Norton and 
Company, Ine., New York, 1939. 178 pages. Price $2.00. 

This book represents one of the series of Thomas William Salmon Me- 
morial Lectures. The author, Doctor Henderson, professor of psychiatry 
at the University of Edinburgh and physician-superintendent at the Royal 
Edinburgh Hospital for Nervous and Mental Disorders, is probably best 
known to the profession as co-author of a popular textbook of psychiatry. 

The three main chapters of the work deal with the place of this diagnos- 
tie entity psychopathic states, in psychiatry (chapter I), with the clinical 
manifestations through descriptive grouping and case material (chapter 11), 
and with possibilities and suggestions for social rehabilitation of individuals 
subject to psychopathic states (chapter III1). The author sketehes the 
historical evolution and gradual crystallization of what he comprises under 
the name psychopathic states. He prefers this term to any other because 
it is descriptive and inclusive. 

To Henderson ‘‘the term psychopathic state is the name we apply to 
those individuals who conform to a certain intellectual standard, some- 
times high, sometimes approaching the realm of defect but yet not amount- 
ing to it, who throughout their lives or from a comparatively early age, 
have exhibited disorders of conduct of an antisocial or asocial nature, usu- 
ally of a recurrent or episodic type, which in many instances have proved 
difficult to influence by methods of social, penal and medical eare and treat- 
ment, and for whom we have no adequate provisions of a preventive or 
curative nature.”’ 

The author wants it understood that we are dealing with a true illness 
and not with wilful misbehavior. For practical and clinical orientation, 
he classifies three groups of psychopathie states: Group 1: Predominantly 
aggressive; Group 2: Predominantly passive or inadequate; Group 3: 
Predominantly creative. The first group comprises those who attempt to 
injure themselves and others—aleoholies, drug addicts, those with epileptoid 
reactions, epileptic characters and sex variants. Some of the predominantly 
inadequate states we find among the hysterics and psychoneuroties. He 
also ineludes eyeloid and schizoid reactions under this group. The pre- 
dominantly creative individuals include the geniuses and to a certain extent 
the talented. 


The wide range of conduct disorders characterized as psychopathic states 
ealls less for psychoanalytic therapy than for treatment which aims at 
social rehabilitation, since the psychopath has apparently failed to fit into 
the existing social order due to his personality pattern and his individualis- 
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tic attitude. Henderson considers the cone pl and therapy of Meyer's Psy- 
chobiology the basis for a suitable and effective rehabilitation of the psycho- 
path or ‘*soelopath.’’ 

In attacking the problem of psvchopathie states, which are ‘‘the most 
disruptive element’’ in society, the anatomical, physiological and psycho- 
logical trinity of the medical art should, in social biology by training and 
choice, enable the physician well versed to be health advisor and educator. 

Henderson outlines the principles of, and the work done by, the Seottish 
Health Center, where mental hygiene principles are alive and may be ex- 
tended to reach the whole community He advocates centralization of ef- 
forts and education to health. According to him, under a state medical 
system the doctor will become the health advisor of the family group. Social 


biology is advocated by him as an integral part of the training of medical 


practitioners of the future. 
The book Psychopathic States is an excellent contribution to the creation 


of ‘‘health consciousness’’ in all 


those concerned with the welfare of people. 
The author gives us some new insight into the psychopathic reactions. We 
may not all agree with his definition of psychopathic states and may be 
more skeptical with regard to the therapy advocated. Nevertheless, the 
book in general is an exposition of good mental hygiene and is likely to do 
what the author intended, namely: ‘‘To direct medical, legal and publie 
attention to a topic which has been greatly overlooked.’’ The book ean 
be recommended to all who are interested in the investigation of the 
dynamies underlying personality and behavior. The book is well written 
and provocative. It constitutes another attempt ‘‘to open the eyes of psy- 
chiatry with regard to psychopathie states specifically and the elinieal field 
in general. 


The Startle Pattern. By Carney LANpis, Ph.D. and WiuuiamM A. Hunt, 
Ph.D., with a chapter by Hans Srrauss, M. D. Farrar and Rinehart, 
Inc., New York, 1959. 156 pages. Price $2.50. 

This monograph is concerned with a description of experiments repeat- 
ing the original work of Hans Strauss on the ‘‘startle pattern.’’ The 
startle pattern refers to a definite body response to the stimulus of a loud 
noise, although other stimuli may also produce the reaction. In general 
this reaction consists of a blinking of the eyes, a widening of the mouth 
and a characteristic flexion movement of the body. The experiments were 
carried out on normal human beings (children and adults), some animals 
and various patients with mental and neurological disorders. A pistol 
shot was the most usual stimulus, and the reaction was studied and timed 
through the controlled use of superspeed cinematography. The results of 
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these experiments led to the following conclusions: that the startle pat- 
tern is a simple unit of reflex response, and is therefore subject to all laws 
governing reflexes, that it may be a maturing of the Moro response, and 
that it is present in primates and mammals (it could not be observed in 
reptiles), as well as in human beings. 

Studies of the startle pattern in various forms of mental disorder indi- 
eate that schizophrenics ‘‘show an approximately normal amount of startle 
with the exception of the catatonic group, which shows a definitely greater 
reaction.’’ The authors caution, however, that the ‘‘difference is a group 
difference and should be treated as such in predicting the behavior in any 
particular case. ... Not every catatonic will react more strongly than any 
normal.’’ In manic-depressive patients there appeared a slight tendency 
for the amount of response and the number of irregularities in the pattern 
to be greater than in normals, yet this amount fell short of the reactivity of 
the catatonics. One case of hysteria is reported to have had an increased 
startle response closely resembling the catatonics. The response was nor- 
mal in involutional melancholia and general paresis but increased in amen- 
tia. It was absent in patients undergoing metrazol convulsions and during 
loss of consciousness from any cause. There was definite diminution under 
hypnosis and no change in response in subjects who were adrenalinized. 
Deaf subjects reacted but showed marked retardation. 

With reference to the description of the startle response in neurological 
conditions, the authors state: ‘‘The total picture of the startle pattern 
is altered but slightly even in the most severe neurological disorders.’’ The 
most significant conclusion from these experiments appears in the field of 
epilepsy. ‘‘Anomalies of the startle pattern were found most clearly and 
significantly in patients suffering from epilepsy’’ and even absence of re- 
sponse was not unusual. This absence apparently had no relation to the 
time of onset of the epileptic seizures. ‘‘The difference between the re- 
sponse of the true epileptic and the hysterical patient with convulsive seiz- 
ures is quite definite. These findings may be of diagnostic service in some 
doubtful epileptic cases. Wherever this disorganized startle pattern is 
found we can safely say epilepsy exists.’’ 

The possible criticisms of the work have been anticipated by the au- 
thors, who point out that the material emploved was meager and that the 
quantitative response cannot be applied as an individual criterion but only 
as a group criterion. This monograph is well written and the experiments 
were apparently performed with scientific method. The chapter by Hans 
Strauss, attempting to explain the nervous mechanism, is also well taken. 
This reviewer is inclined to agree with the authors that the method of super- 
speed cinematography employed in this study shows great promise. To 
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quote from the concluding paragraph: ‘‘In our opinion superspeed photog- 
raphy will one day have revealed as much by the magnification of time 
as the microscope has revealed by the magnification of space. The technique 
adds a new dimension to exact research.’’ Inasmuch as epilepsy has proved 
to be the most fruitful field of investigation, it may not be amiss to sug- 
gest that there would be great value in subsequent experimental studies on 


the differentiation between idiopathic epilepsy and posttraumatic epilepsy. 


The Troubled Mind. By ©. S. Buvemen, M.A., M.D., F.A.C.P., M.R.CS., 
(Eng.). The Williams and Wilkins Company, Baltimore, 1938. 520 


pages, with glossary and index. Price $3.50. 


Bluemel has striven here to present a schema of the disordered, or trou- 
bled, mend (if that word must be used) ; a schema which would be interest- 
ing and instructive for not only the student of medicine, but for the ‘‘stu- 
dent of life’’ as well. Such an appeal of course embraces a wide and 
vague range of literacy. Accordingly, the style is of the down-to-earth, 
anecdotal type, and the text is abundantly adorned with case reports. By 
far the bulk of the work is devoted to the psychoneuroses and a conglomer- 
ate assemblage called ‘‘sundry disorders.’’ It is then page 359 before we 
encounter the psychoses. This emphasis by volume presumably arises out 
of the conception that while the psychoneurotic is not so much of a social 
problem as is the psychotic ( i. e., hospital beds occupied by schizophrenies), 
he is nevertheless more of a problem in society (generally speaking, the 
psychoneurotic manages to maintain some sort of toehold on society ). 

The discussion is mainly symptomatological. Interpretation and therapy 
have their share of consideration, but it is relatively a meager one. Part 
Three, ‘‘ Psychoneurosis-—Its Nature and Causes,’’ makes a good beginning 
when it carries to the young student the message: ‘‘Psychoneurosis is a 
reaction of the individual—the total organism.*’ Subsequent explanations, 
however, barren of psychodynamics, meander through the pathways of ‘‘to- 
reactions’’ and ‘‘from-reaction’’ (reminiscent of Tropisms, in T. V. Moore’s 
Dynamic Psychology). The author studiously ignores psychoanalysis. All 
that could be found in this regard was a single comment—at the conclu- 
sion of one case Bluemel writes of the patient, ‘‘ Psychoanalysis left him 
introspective and perplexed.’’ We have heard of damning with faint 
praise ; perhaps damning with faint criticism is another weapon of subtlety. 

The preface calls especial attention to the psychopath, who is referred 
to as the *‘publice lunatic.’’ Placed side by side with the daily newspaper, 
these words of the preface strike a significant note at this time: 
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The drive of the psychopath may lead to social unrest, political 
upheaval, war and revolution. The study of the psychopath, is 
therefore of paramount importance. 

This pronouncement being fortified by a similar passage on the blurb 
of the dust cover, this reader prepared himself for a robust treatment of 
psychopathy. All that he could find in this tenor, however, was a twelve- 
page chapter. Still, there are lines worth quoting, and the reviewer will 
be as much of an opportunist as was the author when the latter wrote in 
his preface : 

Undoubtedly war will continue so long as national leadership 
remains in the hands of aggressive men of the infantoid type. The 
men are biologically deficient in inhibition; they are ineapable of 
tolerant viewpoints. (pp. 499-500). 

Nor does the ‘‘hypomanic’’ democratic leader come off any better: 

The broadeast of a national political convention disrupts the 
decorum of an insane asylum, and the considerate psychiatrist 
must necessarily silence the radio for his patients’ protection. 
(p. 500). 

This book is going to make absorbing reading for the young student. It 
will give him a wealth of case material for the exercise of his interpretive 
powers. It can be read with ease, despite the strained nature of some of its 
figures of speech. Further than that, the reviewer cannot go in praise. 


The Language of the Dream. By Emit A. Gurnen., M.D. The Mae- 
millan Company, New York, 1939. 286 pages, with bibliography, glos- 
sary and index. Price $3.50. 

For those to whom it is addressed this volume will constitute the realiza- 
tion of a long-felt need: a simplified exposition of the freudian view of 
the dream, which is still not so simplified that it garbles the words of the 
master. Such a book would avail them nothing if the writer were to as- 
sume in them a close affinity with psychoanalytic terminology and method. 
Happily, Gutheil has found words to deseribe and means to illustrate, 
which should leave the neophyte in fair rapport with the language of the 
dream. We cannot say good rapport, since (1) specific training and 
assiduous practice alone can bring thorough understanding, and especially 
(2) since the interpretation of the dream is built upon sands so shifting 
that individualism must be a basie rule. Still, so far as the student ean be 
guided, Gutheil does a good job of direction. 

The author is not long in getting at the meat of his subject. First 
he orients his readers in the existence of a science of dream interpretation 


and discusses some general problems such as intellectual level and dream 
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eontent, day remnants, and tele] vy and propheey in dreams. We have 
not read far before we discover that the book is definitely intended for the 
student One or two reterences to the glossary convinees us of this for 
example, we cannot understand w Gutheil felt the need for defining 
such words as celibacy, cerebral, po m, phobia, antithesis, unless he pre 
supposed a most limited vocabulary in the reader. 

Chapter III treats of basie mechanisms and introduces the reader to re 
pression, displacement, syml ation, condensation and other factors. A 


long chapter (60 pages) is then devoted to Dream Symbols. Informative 


for the beginner are the word ‘To interpret a dream does not mean 
that it is to be ‘translated’ as ij vere a code any ‘dictionary’ on the 
art of dream interpretation wou we incomplete and insufficient. ... Sym- 
bols discussed here have to be considered only as general schemes; they 
represent the most frequent and average meanings rather than dogmas. 
Any new ease may bring about a new and specific meaning of the most 
common symbol.’’ Thus does Gutheil set the reader off on the right foot, 
and it is well so, for there 1 t be legions among the uninformed who be 


lieve that the psychoanalyst carries in his mind a sort of eard catalogue of 
symbols which must be applied infiexibly where they seem appropriate. 
Chapters V and VI are given over to Active Analytical Interpretation, 


and Dream and Neurosis. Here as well as in the other chapters, stated 


principles are heavily supported with illustrative dream material ; through- 
out the entire book nearly four hundred such dreams are introduced, 
with a specific objective in each instance. In Dream and Neurosis, the stu- 


dent is shown how the interpretation of dreams can be made something 
much more than an end in itself, how it ean be used to uncover subterranean 
disturbances. 

The book is reeommended to students of pS chology and to layme¢ n seek- 


ing a clear exposition of ‘‘dream language.”’ 


A Textbook of Clinical Neurology, with an introduction to the history 
of neurology. By Israg. S. Wecusier, M. D. Fourth edition, revised. 
Philadelphia and Londo: W. B. Saunders Company, 1939. Cloth. 
844 pages. Price $7.00 

Four editions in 12 vears would commend a medical textbook if that 
were all that was known about it. In the case of Wecehsler’s well-known 
treatise on neurology, a great deal is known in its favor. It is pleasing to 
note that through the various editions the author has not vielded to the 
temptation to add to the elaboration of the topics but has retained the con- 
ciseness vet without brevity, that characterized the first edition. The new 
material is justified by developments in the knowledge of neurology. 


OocT.—1939 M 
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The author thinks more favorably now of the prospect of preventing 
tabes by treatment of systemie syphilis than he formerly did. He finds 
there are now fewer tabetics met with than in 1927 and attributes the 
change to more thorough treatment of syphilis in the earlier stages. This 
is in accordance with the experience of others and with common sense. 
Likewise the value of malaria for treatment of general paresis is now more 
hopefully evalued. Dr. Wechsler was at one time skeptical of this treat- 
ment, willing to test it but fearing it to be only a passing fad. He now 
sees it a valuable therapeutic agent, properly administered, even though 
its modus operandi is still obseure. 

The new edition may be said to fully represent the viewpoint of neurology 
of today. The newer concepts of neuritis as a neuropathy are adequately 
presented. 

The reviewer ventures to doubt the advisability of devoting 40 pages of 
the book to a history of neurology. History and e¢linical medicine have 
almost nothing in common that is practical; sentimental interest, of course, 
but anyone interested in the former would look for it in a book devoted to 
the history of medicine. The value of this textbook lies in its clear exposi- 
tion and its conciseness of presentation. It is an outstanding work in its 
field. Let us hope it will remain so. 


Our Sex Life. By Fritz Kaun, M. D. Alfred A. Knopf, New York, 1939. 
459 pages. Illustrated. Price $6.00. 

If all the books written on ‘‘the sex life’’ in the past decade were placed 
end to end—but what’s the use? The present volume ranks well up among 
the most beneficial of these. It is subtitled ‘‘A Guide and Counsellor for 
Everyone,’’ and it can indeed be accepted as such. We should expect of a 
work so titled that it will educate the uninformed, appease the anxious and 
counteract the plaints of the self-righteous. Kahn fulfills these require- 
ments in an orderly, lucid fashion; who reads will be enlightened. 

The most striking feature is the ingenuity of the illustrations. Combining 
the graphie skill of the blue-print maker with a rare talent for composition 
of engineering analogies, the author makes his points remarkably clear. His 
pictorial presentation hits a new high in description. The book covers 
the subject adequately, and is definitely not a mere psychophysical treatise. 
It is written ‘‘down’’ to the average reader but avoids the nadir of peuril- 
ity—a pitfall which has beckoned to and claimed less qualified writers than 
Kahn. Perhaps an oceasional flight of fancy does lead him into lofty and 
somewhat mixed metaphor (see account of puberty, page 375), yet this is 
excusable if one is to escape from the pall of textbook phrasing. 
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That an index is lacking is of small consequence, inasmuch as the table 


of contents is well arranged and almost makes up for the omission. Type 


for the book was well selected and the readability of it more than compen- 
sates for the fact that the volume is about two inches in thickness: not in 
any sense a vestpocket handbook. 


The History of Public Welfare in New York State (1609-1866). 
By Davin M. Scuneiper. The University of Chicago Press, Chicago, 

1938. 381 pages with index. Price $3.00. 

The author of this monograph has fittingly dedicated it to Governor 
Herbert H. Lehman, in appreciation of his service to the advancement of 
social welfare in the State of New York. 

The book has a foreword by David C. Adie, Commissioner of Publie 
Welfare, in which he states: ‘‘In presenting us with the sound, skillfully 
prepared history of public welfare in New York State, Dr. Schneider shows 
us the road traveled down the centuries to our own day. He has placed in 
his debt, not only those directly involved in the social welfare field, but 
students of American history, and laymen, interested in the evolution of 
our society.”’ 

The book will be fascinating to the student, because dry facts are treated 
in a humanly interesting way, which gives them life. After an account 
of historical and political changes, the book is divided into four subdivi- 
sions. This helps the reader to keep in mind the time element. The au- 
thor has traced the process whereby public education developed from that 
of private charitable endeavors to the publie school system we accept and 
enjoy today. Publie health workers will learn that the first health officer 
was appointed on June 27, 1738, when a doctor was chosen to go aboard 
vessels that camie into New York harbor. 

Chapter 3, devoted to ‘‘settlement and removal in colonial New York,’’ 
is particularly illuminating, as it shows that even in that time the problem 
was vexatious. The changes in attitude of officials toward settlement of 
clients are well covered, and give the present day worker an understanding 
of why a solution is so difficu!t to find. 

The reader who is particularly interested in mental hygiene will find 
much to ponder over in the treatment of the development of state care for 
the insane. We learn that the application of the ‘‘district plan’’ in the 
administration of poor-relief in New York began with this group. 

Chapter 18, directed to the ‘‘institutions for the handicapped,’’ gives 
an excellent word picture of the struggle which the early philanthropists 
and lawmakers had in the establishment of institutions caring for these 
wards of the State. 
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We learn that the first publicly owned mental hospital in New York State, 
and also, the first local institution of its kind to be opened in the country, 
was the New York City Lunatic Asylum at Blackwell’s Island. The State 
Lunatic Asylum in Utiea was erected in 1843, the land having been pur- 
chased in 1837. Another noteworthy fact uncovered here, is that the 
founders laid the basis for the present parole system. They decided that 
a patient maintained at the asylum for one year or more could be removed 
to the county almshouse, upon the superintendent’s certification to the 
effect that he was harmless and likely to continue being so, and that his 
condition could probably not be improved by further treatment in the 
asylum, or that he was apparently incurable. As an alternative to the 
removal to the almshouse, a patient could be discharged into the custody 
of friends or relatives who would give proper surety for his peaceful be- 
havior, safe custody, and comfortable maintenance without publie charge. 

Curiously timely is the observation that Amariah Brigham, superin- 
tendent of the Utica institution, in his first report shows that it was filled 
nearly to capacity—225 patients, and he urgently recommended increased 
facilities. 

The campaign waged by Dorthea Lynde Dix, and others, bore fruit, and 
the Willard State Asvlum was opened in October, 1869, to house 1,500 
chronic patients. The first institution to be called ‘‘State Hospital’’ was 
the Hudson River State Hospital. Though established by the Legislature 
in 1867, it was not ready for occupancy until 1871. The act specified that 
its capacity should be limited to 500 patients because of the protest made 
by the Association of Medical Superintendents of American Institutions 
for the Insane (now the American Psychiatrie Association) against the 
massive scale on which the Willard Asylum was planned. 

A summary condensing the record of events in their normal sequence is 
found at the close of each chapter, as are numerous bibliographical refer- 
ences. 

Clinic physicians and social workers in state hospitals, as well as work- 
ers in general social work, all of whom are struggling with knotty present- 
day problems, will be helped in their thinking by a perusal of this volume. 

The second monograph continuing the history of public welfare in New 
York State from 1866 to the present time, which is promised by the author 
in the near future, is anticipated with pleasure. 














SIGMUND FREUD 





Sigmund Freud died shortly before midnight September 23, at 
his son’s home in Hampstead, a suburb of London. Almost to the 
last of his eighty-three vears, the founder of the psychoanalytic 
school continued to make his contribution to human understand- 
ing. Unfortunately, the inexorableness of nature prevented his 
completing a contemplated study, the first work of w hich, however, 
he had managed to get into print, in the book ‘‘ Moses and Mono- 


theism. ”’ 


Assailed for years by opponents of his doctrines, Freud died 
an expatriate, whose very liberty had to be purchased by good 
friends. His homeland having lost its identity, his service to man- 
kind labeled ‘ta pornographic Jewish specialty,’’ his health had 
been going from bad to worse for more than a year. But there is not 
sadness in this seemingly depressing picture. One sees magnifi- 
cence, achievement, intellectual triumph and striking courage, in 
his unfailing faith in his interpretation of the psychological scheme 
of life, in his refusal to be swayed by the bleating of moral alarm- 
ists. The fame which Freud justly obtained in his lifetime must 
certainly carry his name down the ages, along with those of Gali- 


leo, Spinoza, Darwin and hosts of others mighty in mind. 


The torch of psychoanalysis will not lack willing and able hands 
to bear it, and being so well saturated with the inflammable fluid 
of the master’s genius, it will continue to shed its glow upon truth 


so long as there are men to seek truth. 








NOTES 
CONGRESS IN PARIS 
The seventh congress of the Association pour la Documentation Photo- 
graphique et Cinematographique dans les Science was announced for Octo- 
ber 12 and 13, 1939, at the Palais de la Découverte, in Paris. 
a eS nee 
INSTITUTE ON NUTRITION AND DIET 
The Medical Society of the State of New York will sponsor an Institute 
on Nutrition and Diet, to be held at the Syracuse University College of 
Medicine, October 18 and 25, and November 1 and 8. On successive Wed- 
nesdays, sessions will start at 9 a. m. At each session three subjects will 
be considered, a physician and a dietitian speaking on each topic. Appli- 
cations, together with the registration fee of ten dollars, should be sent to 
Dr. Thomas P. Farmer, Chairman, Council Committee on Publie Health 
and Edueation, Medical Society of the State of New York, 206 Sedgwick 
Drive, Syracuse, N. Y. 
nnaeettannetdliisinae am 
A NEW PSYCHIATRIC JOURNAL IS INTRODUCED 
The Journal of Criminal Psychopathology has made its bow in the field 
of psyehiatrie literature. Attractively bound and of a convenient format, 


this new publication emanates from the Woodbourne Institution for De- 
feetive Delinquents of the New York State Department of Correction. Its 
editor is V. C. Branham, M. D., superintendent of that institution. Three 
well-prepared articles fill the pages of this, the first number of its first 
volume: ‘‘Experiment in Silent Reading,’’ by Chester D. Owens; ‘‘The 
Delinquent as a Type and Personality,’’ by Ben Karpman; and ‘‘The Psy- 
ehiatrie Data Puneh Card,’’ by V. C. Branham and J. J. Brooks. These 
are followed by abstracts from current literature and finally, book reviews. 
The back fly-leaf contains the following statement: 

The seope of the Journal of Criminal Psychopathology is to 
encourage and to provide a channel for the prompt publication of 
clinical investigations, medical or otherwise, into the field of 
mental abnormalities among criminals. Hope is expressed that 
through this medium, techniques may be devised for the better 
management and disposition of offenders classified ordinarily 
under the terms psychopathic delinquent, defective delinquent and 
eriminal insane. Articles will be accepted, however, that deal 
with the mechanism of antisocial behavior. 

All ecommunieations should be addressed to the Editor, V. C. Branham, 
M. D., Woodbourne, N. Y. 
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WILLIAM ALANSON WHITE MEMORIAL LECTURES 
ANNOUNCED 


The superintendent and staff of Saint Elizabeth Hospital and the board 
ot trustees ot the William Alanson White Psvehiatrie Foundation have 
announeed the first William Alanson White Memorial Lectures. The series 
bears the general title ‘‘ Modern Psychiatrie Coneeptions,’’ and will be de- 


livered by Dr. Harry Stack Sullivan. The lectures will be given Friday 


evenings at 8:30, October 27 through November 24, at the Auditorium, 
Interior Department, Washington, D. C. 


{) 


OF INTEREST TO PHILANTHROPISTS 
The PsycriaTric QUARTERLY is in receipt of a very readable exposition 
of the mental hygiene movement. This booklet, entitled The Mental Hy- 
grene Movement—from the phila ithropu stand point, is a publication of 
the department of philanthropic information of the Central Hanover Bank 
and Trust Company, of New York. The third volume in a series dealing 
with various fields of philanthropy, it represents a part of an endeavor 
‘to arouse a more general interest in wise publie giving and to make 
known, in brief and readable form, some of the newer developments in each 
field.’’ The early backgrounds of psychiatry are eondensed admirably, the 
rise of the mental hygiene movement is presented accurately and achieve- 
ments to date are given their proper accent. 


The needs of mental hygiene, 
treated in chapter seven, are intelligently discussed. Mention is made here 
of the work of the American Psychiatrie Association and other groups in 
the field. The efforts and accomplishments of the National Committee for 
Mental HH. olen are reeoun ed, with due eredit to such cooperating organi- 
eller Foundation, the Commonwealth Fund, the Car- 


negie Corporation of New York and the Milbank Memorial Fund, to men- 


tion but a few. Research needs are brought home in the citation of the 
fact that ‘‘The care of mental patients costs the taxpayer of the country 
more than $200,000,000 a vear, but the 


zations as the Rocke 


$8 states combined spend less than 
$1,000,000 of public funds a vear on research. The addition of pri- 
vate expenditures seareely doubles or trebles this figure. ‘lo sum up the 
essence of the message in this booklet, we quote from its Conelusion : 

The problems of mental disorder involve the most fundamental 
issues of human life and happiness. For the first time in history 
man is making an intelligent effort for their solution. Already 
he has been richly rewarded. The future that stretches before him 
is fascinating in its possibilities. Nowhere is support more needed 
than here—nowhere does it give more generous promise of return. 
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DR. POLLOCK REPRESENTS NEW YORK STATE 
Dr. Horatio M. Pollock, director of mental hygiene statistics of New 
York, attended the dedication exercises for the new chapel of the Dela- 
ware State Hospital at Farnhurst, September 28. It was the fiftieth anni- 
versary of the establishment of state care for the mentally ill in Delaware. 
This move antedated the State Care Act of New York State. Dr. Pollock 
was present as delegate from New York State, at the request of Governor 
Lehman. 
jacsingusimitleialeiililttauiutsatutaiataants 
CATHOLIC UNIVERSITY BROADENS SCOPE IN PSYCHOLOGY 
AND PSYCHIATRY 
The department of psychology and psychiatry of the Catholie University 
of America has issued its bulletin for the 1939-40 session, outlining an ex- 
panded program in both undergraduate and graduate courses. At the 
disposal of the students is a ‘‘ Child Center’’ for the consideration of mental 
hygiene problems. Physicians in residence at Catholic University will have 
an opportunity to do ward work and take part in staff conferences at Saint 
Elizabeth Hospital, Anacostia, D. C. This extension of work in the depart- 
ment has been assisted in part by a grant made in March, 1939, from the 
Rockefeller Foundation. Detailed information concerning the courses can 
be obtained by addressing the Dean, Catholic University of America, Wash- 
ington, D. C. 
ns (i 
STATE CONFERENCE ON SOCTAL WORK OCTOBER 17-20 
The fortieth annual meeting of the New York State Conference on Social 
Work is scheduled for October 17-20, at Rochester. The first general ses- 
sion will be held at Convention Hall on the evening of October 17; the 
Conference dinner is scheduled for 7 p. m. the next evening; a Conference 
assembly will take place at 4 p. m., October 19; the program will be con- 
eluded with a general session luncheon on Friday. Institutes have been 
arranged which will run simultaneously; the first session of these will 
commence at 2 p. m., Monday, October 16. Copies of the program ean be 
secured by writing to Mrs. Mary B. Holsinger, Box 1740, Albany, N. Y. 
Of interest to the Department of Mental Hygiene is the participation of 
three of its representatives. Miss Hester B. Crutcher, director of social 


work of the department, will lead discussion at a round table session on 
iild eare, under the topie ‘‘ Placement of the Difficult Child.’’ Dr. N. J. T. 
igelow, director of clinical psychiatry of Utica State Hospital, will present 
a study before the session on eare of the aged, under the title, ‘‘ Mental 
Health After 65—Problems and Treatment.’’ Mrs. Ethel B. Bellsmith, 
chief social worker at Central Islip State Hospital, will preside at the ses- 
sion on mental hygiene. 


el 
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